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The Chafee Independence Program for Teenagérs
Currently in or Aged Out of Foster Care

The John Chafee Independence Program is a federally funded program designed to
teach children and youth in out-of-home care and youth formerly in care the skills that
will enable them to be self-sufficient after they are released from care. The Chafee
Independence Program mandates that all children 12 and over in care receive
independent living services, regardless of permanency goal.

Serwoea are provided by twelve regional Independent Living Coordinators and one
~ Central Office specialist employed by Eastern Kentucky University and private child

care contractors.

Referrals for independent living services can be made by contacting regional
Independent Living Coordinators. Referrals to the program may be made by foster
parents, workers, private contractors or by the youth.

Services available to youth are based on ages and commitment to the Cabinet for
Families and Children. '

The following services are avallable through the Chafee lndependence Program:

12 — 15 year olds

Foster parents are now being trained to work with 12 — 15 year olds in the home on
“soft” skills such as anger management, problem-solving and decision-making, and on
daily living skills such as cooking, household responsibilities, laundry and money

management.

16 year olds '
Sixteen year olds are eligible for formal Life Skills classes taught in each region by

Independent Living Coordinators or private contractors. The curriculum includes
instruction on Employment, Money Management, Community Resources, Housing and

Education.

18 — 21 year olds committed to the Cabinet for Families and Children
Eighteen to 21 year olds who extend their commitment with the Cabinet are eligible for
formal Life Skills classes, tuition assistance and a tuition waiver.

18 — 21 year olds who left care because they turned 18

Youth 18 — 21 who left care because they turned 18 are eligible for formal Life Skills
classes, KOFFY and KYNEX (campus support groups), a tuition waiver, assistance with
room and board Education Training Voucher (ETV) funding for college expenses, and
Foster Youth Transition Assistance (FYTA) for working youth.

Youth Participation/Mentoring

The Kentucky Organization for Foster Youth (KOFFY) is a statewide group open to
youth currently and formerly in foster care. The aim of the group is to provide an
opportunity for former and current foster youth to educate the public and policy makers
about the needs of youth in foster care. The group will also seek to change negative
stereotypes about foster kids, develop a mentoring program and create a speaker's




bureau of youth. Membership is open to any current or former foster youth, regardless
of age. Contact your regional Independent Living Coordinator for upcoming events.

Other services coordinated through the Chafee Independence Program:

Tuition Assistance - state :
Youth 18 — 21 who extend their commitment with the Cabmet for Families and Chlldren

for educational purposes are eligible for tuition assistance to attend college or
vocational training. Tuition assistance is paid from state general funds and can be used
for expenses not covered by federal financial-assistance. Youth must fill out a Free
Application for Federal Student Assistance(FAFSA), available on lineat
http://www.fafsa.ed.gov/. Tuition assistance is applied if federal financial assistance,
KEES, CAP, the tuition waiver for foster and adopted children and/or any other private
scholarships do not meet all expenses.

Tuition Walver for Foster and Adopted Children - state -

KRS 164.2847, the Tuition Waiver for Foster and Adopted Children waives tuition and
mandatory fees at any Kentucky public university, technical or community college.

Youth must fill out a Free Application for Federal Student Assistance(FAFSA), available
on line at http://www.fafsa.ed.qov/. The tuition waiver is a last resort resource, applied if
federal financial assistance, KEES, CAP and/or any other private scholarships do not

meet all expenses.

Education Training Voucher (ETV) — federal
Up to $5,000 per youth per year for expenses directly related to a post secondary or job

training program
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State Wide DCBS Offices

To find you local Department of Community Based Services office contact your
Independent Living Coordinator or use the following link.

hﬂps://qpp_s.chfs.kv.gov/Office Phone/index.aspx
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Initials of Youth Date Plan Completed Initial or 6-Month Update

Transition Plan
Youth’s Demographic Information

Name - Age DOB
Address '

Phone Email

How long at this residence?

Does the youth have any children? [ 1Yes [ |No

Name of children: Age: State’s custody:
1. Yes [ |No [ ]
2. Yes [ [No []
3. Yes [ |No []

Where and .with whom do the children reside?

Where will the children reside when the youth turns 18 and leaves state’s custody?

Personal Documents and ldentification

Does the youth have, or have access to copies of the below for when they turn 18:

Birth Certificate [lYes []No
Social Security Card [lYyes []No
State issued ID [1Yes [ INo
Medicaid Card [JYes [INo
Lifebook /Medical Passport [1Yes [INo
Registration to Vote [TYes [INo
If the youth does not have these documents, describe the plan to obtain them below:
Action Step Responsible Party Due Date
1.
2.
3.
Youth’s Self-Stated Vision

Can you tell us why we are here today?

Where do you see yourself in five (5) years?




Youth s Self-Stated Assets and Needs
What strengths do you think you already have that will help you reach your goats and
what do you think you will need to have or learn?

Assets - Needs

SN A VN

SOOND OB WN =
o

Youth’s Independent Living Life Skills

Has the youth completed the Ansell-Casey Life Skills Assessment? [ ] Yes [ ] No
Completed life skills classes and received the $250 incentive? [1Yes [ ] No
(Committed youth 16 & over are required to complete both the assessment and hfe

- skills classes prior to leaving state’s custody at 18.)

According to the Ansell-Casey Assessment, what are the youth’s areas of strengths?

Needs?

What skills does the youth feel he/she needs to learn in order to live independently? ___

Life Skills Development Plan

Goal:

Objective 1:

How Measured:

Obijective 2:

Action Step A Responsible Party Due Date




Housing

Current Living Situation:
[]Foster Home [ ] Residential Facility [ ] Own Residence [ ] Relative [ ] Dorm
[ ] Other (Describe)
Where do you plan to live after leaving foster care?

Is the youth aware of the Chafee Independence Program room and board program for

non-committed youth (18-21) and how to access? [ |Yes [ ]No

Is the youth aware of public housing and the application process? [ ]Yes [ ]No

Is the youth aware of the start up costs for moving into an apartment? [_]Yes [ ] No
Housing Plan

Goal:
Objective 1:
How Measured:
Objective 2:
How Measured:

Action Step Responsible Party Due Date
1. '
2,
3.

Education

L1 High School [ JG.E.D. []Technical School [] College
[ ] Other (Describe) '
Current or Highest Completed Grade: Anticipated Graduation Date:

Is the youth making appropriate educational progress? [ | Yes [_| No
Comments:
Does the youth currently have an IEP? [ ] Yes [ | No [ ] Don’t Know

If yes, has the IEP been filed with the court? []Yes [ ] No[] Don't Know

Please describe progress towards the IEP or specific issues that need to be addressed:’

What specific educational strengths or needs does the youth have?
Strengths Needs

1. '

2.

3. 3

What educational options has the youth considered after graduation?

Has the youth taken entrance exams (ACT/SAT/COMPASS) for college? [ ] Yes [ ] No

Comments:

Is the youth aware of financial aid resources available to attend technical schools or
college such as the KY Foster/Adoptive Tuition Waiver, Education Training Voucher,
FAFSA/Pell Grant, KEES, etc.? [ | Yes [ | No '

Does the youth want or need support services (such as tutoring)? [ ] Yes [_] No
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Please describe desired/necessary services:

Education Plan

Goal:
Objective 1:
How Measured:

Objective 2:
How Measured:

Action Step Responsible Party Due Date

Employment
Does the youth currently have ajob? [ ]Yes []No

Current Employer:

Hours Per Week: Hourly Wage: Monthly Income:

How long has the youth been employed at this location?

Does the youth have access to health insurance through their employer?

[ ] Yes [] No

What are the youth’s near-term employment goals’7

What are the youth’s long-term employment goals?

Does the youth presently have a savings/checking bank account? [lYes[] No
Amount saved:

Does the youth know how to complete federal & state tax forms? L] Yes[ ] No
If not currently employed, are there local employers the youth may be interested in
working for:

What skills does the youth report they need in.order to become employed and maintain
employment? (Review this in relation to the youth’s Ansell-Casey results)
Comments:

E‘mployment Plan

Goal:

Objective 1:

How Measured:

Objective 2:
How Measured:

Action Step Responsible Party Due Date




Emotional/Physical Needs

Does the youth currently have any health care needs that will hamper his/her ability to
transition to independence after turn 18? [] Yes [ ]No If yes, please describe:

Does the youth know how to access free or low cost medical and dental services (health
department, medical clinics, etc.)? [ ]Yes [ ] No

Does the youth have access to appropriate health care insurance? [] Yes [1No

If yes, who is the insurance carrier?
Does the youth have the appropriate Medicaid referrals, application and/or
documentation?

[1Yes [ ]No

What activities or referrals will the youth need in order to access affordable,
comprehensive health care?

Plan for Youth’s Emotional/Physical Needs

Goal:
Objective 1:
How Measured:
Obijective 2:
How Measured:

Action Step Responsible Party Due Date

Teen Activities
In what school, church or other extracurricular activities or clubs is the youth currently
(or would like to be) involved?

In what individual, age-appropriate activities does the youth desire to participate (casual
dating, overnight stays with friends, etc)?

Does the youth understand that the failure to complete responsibilities (house rules) as
agreed may impact his/her ability to participate in certain activities? [ ] Yes [_] No
Does the caregiver understand that it is their responsibility to monitor and implement
thisplan? [] Yes [ ] No:

Teen Activities Plan:

Goal:
Objective 1:
How Measured:
Objective 2:
How Measured:




Action Step | Responsible Party Due Date

Transportation ‘ «
Does the youth know how to use public transportation? [ ] Yes [ No []NA

Does the youth currently have a driver’s license or learner’s permit? []Yes []No

If the youth does not have a license, what specific barriers exist to obtaining a license?

Transportation Plan
Goal: '

Obijective 1:

How Measured:

Objective 2:_
How Measured:

Action Step Responsible Party Due Date

Ancillary Information
Are there any significant adults in the youth’s life that act, or can act, as mentors?

[ 1Yes [ ] No If yes, who?

Describe any specific community or service agency referrals that may benefit the youth.
(Vocational Rehabilitation, Public Assistance, etc.)

Describe any specific needs the youth indicates he/she has (Clothing, Prom Dress,
Computer, Camp, etc.)

Ancillary Service Plan

Goal:

Objective 1:

How Measured:

Obijective 2:

How Measured:

Action Step Responsible Party Due Date




Additional Comments
Detail any additional comments, concerns or information articulated by the group:

Plan Review Dates
This plan will be reviewed no later than:

Independent Living Program Information

My Independent Living Coordinator is:
| can reach my IL Coordinator at:

Attendance List
| have participated in the development of this plan and agree to it as detailed within this
document. '

Name Affiliation/Organization Address Phone

. CABINET FOR HEATH AND FAMILY SERVICES
Department for Community Based Services
275 East Main Street
Frankfort, KY 40621

AN EQUAL OPPORTUNITY EMPLOYER M/F/D
PRINTED WITH 100% FEDERAL GOVERNMENT FUNDS RECEIVED UNDER THE
INDEPENDENT LIVING PROGRAM GRANT #01-9701-KY-1420




' FAMILY HISTORY OF ILLNESS / CONDIT IONS:

M e';c‘l"ili_‘tf:a“l lnf‘oifmaﬁ'bn |

Name: __ Date :
Date of Birth:____ SRR Social Security#:
Insurance: . '

| CHILDHOOD ILLNESS: DMeasles DRubeHa E]Mumps DPertusns DChlcken Pox

DMenmgms []Frequent Ear infections [_]Tonsillitis DOther

HOSPITALIZATION/ OPERATIONS:_

ALLERGIES: -

MEDICATIONS:

IMMUNIZATION CERTIFICATE: l:] No []Yes= E){PIRES ON:

PHYSICAL (current wyin 1yr.): (1 No [] Yes= DATE:

TB SKIN TEST (current w/in 1yr.); = No ] Yes~ DATE: _RESULT: ___
‘ DENTAL EXAM (Currenr W//n 6 mom:hs) [ No [Z] Yes= DATE' -
VISION EXAM: D No [] Yes= DATE: - g
N GENERAL INFORMATION -
DOCTOR STREET ADDRESS | CITY , STATE, ZIP PHONE LAST SEEN
Physician ‘ - o o -
| Psychiatrist |
‘.Eyé::D_octol; ‘
‘Dantist .
' Théra’pist. | o o . . _ o |
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Emergency Contact List

Local contaét

[Name] [Phone] [Alternate phone]
Out-of-state contact

[Name] ‘ [Phone] [Alterﬁate phbne}
Next of kin

[Name] [Relationship] [Phone] [Alternate phone]
Work contact

[Name] [Phone] [Alternate phone]
Physician nalﬁe

[Name] [Phone] [Alternate phone]
Neighbor or landlord/homeowner association

contact .

tNamé] [Phone] [Alternéte phone]
Other emergency contact

[Name] [Phone] [Alterna‘te phone]
Police/AmbuIance. 911

Fire department [Phone]

Gas company [Phone]

Electric company [Phone]

Water company

[Phone]

Poison control center

[Phone]

/|







Applications '
And
Requests







DPP-010
R . o ' o - (R.5/04)
‘ CABINET FOR HEALTH AND FAMILY SERVICES
- : - RECORDS MANAGEMENT SECTION
275 EAST MAIN STREET, SECTION 3E-G
FRANKFORT, KY 40621
PHONE: (502) 564-3834

OPEN RECORDS REOUEST

- | NAME

PLEASE PROVIDE THE FOLLOWING INFORMATION SO THAT WE MAY PROCESS YOUR
REQUEST EFFICIENTLY
DATE .
NAME OF REQUESTOR
ADDRESS
CITY, STATE, ZIP
PHONE NUMBER
____ INFORMATION REQUESTED
NAME OF PERSON WHOSE :
RECORDS ARE REQUESTED
SOCIAL SECURITY NUMBER T,
" DATE OF BIRTH |

NAME OF THE CHILD’S MOTHER -
~ (If Child Protective Services Case)

COUNTY WHERE INCIDENT
" OCCURRED
SOCIAL WORKER
(IF KNOWN)
DATE OF INCIDENT

I request to inspect the following

document(s):

For requests that total twenty (20) pages or more the charge is ten cents ($0.10) per page, plus
postage. Please do not send money with this request. This office will notify you of the amount due

once the records are available.

I hereby certify that I am the Requestor' identified above.

SIGNATURE | DATE,

SEND COMPLETED DOCUMENTS TO RECORDS MANAGEMENT SECTION, 275 EAST
MAIN STREET, and SECTION 3E-G, FRANKFORT, KY 40621.

ATTORNEYS ONLY
For an attorney seeking client information, please enclose a completed Form CHFS-305 signed by
the client, including the address where the records should be sent.
ATTORNEY INFORMATION:

ADDRESS
CITY, STATE, ZIP
PHONE NUMBER

PLEASE COMPLETE 'AND SUBMIT FORM CHF S-305 WITH THIS DOCUIV[ENT

1&




V8-37
Rev 12/05)

' COMMONWEALTH OF KENTUCKY
STATE REGISTRAR OF VITAL STATISTICS

B IRTH APPLICATION FOR A CERTIFIED COPY OF BIRTH CERTIFICATE

‘ K {u% w‘%\\% _ Ct?rtiﬁ.c'ates of Birth that occurred in Kentucky since 1911 are on file in this office

g UNBRIDLED SPIRIT,

Please Print or Type All Information Re(iuired On This Form

| i BIRTH CERTIFICATE INFORMATION .
1. Full Name: at Birth _ First Middle : Last
2_' Date of Birth Month Day ' Year Sex | Age Last Birthday
Kentucky City or Town Kentucky County Name of Hospital
3. Place of Birth o Cly ' v i / - .P
4. Mother’s Maiden First . Middle _ "~ Last
Name
5. Father’s Name First ‘ Middle ‘ ' Last
Ifth;s child has been adopted, please %we original name if known: ‘. DO NOT WRITE IN TEIS SPACE
. .| Volume L
What is your relationship to the person whose certificate is being requested? | Certificate
 Year
Signature and telephone number of the person requesting this certificate: Date -
' : : Searched by

Signature Telephone

Certificates may also be ordered by the following methods:
FEES

Internet: Certificates may be ordered on the internet using 2 credit card (Visa, Master Card, 0l : : :

Discover or American Express). An additional charge card fee will apply. This is in addition A fee is to be paid for certified Copaes or

to the fee for.each certified copy requested. Certificates requested via internet may be Tecords, or for 'a Sem: ch of the files or records

refurned by overnight courier for the cost of the additional shipment fee if that record s when no copy is available. The fee fora
S certified copy of a birth certificate is $10.00.

available, The address is www.vitalchek.com.
. ' iti ies are $10,00 each,” Make
Telephone: Orders may be placed by telephone using a credit card (Visa, Master Card, ‘ﬁlddll?onal copies E:ir 51 é)l to “Kentu
Discover or American Express). An additional charge card fee will apply, This is in addition | COCCK OF money”or B.I' payfl clo Ken cky
" to the fee for each certified copy requested. Certificates requested via telephone may be State Treasurer.” This fee is non refundable.

returned by overnight courier for the cost of the additional shipment fee. The telephone . .
number to place your order is (877) 817-7362, choose option 3. : Certified Copies @ $10.00 each

. . How many
Mail: Orders are accepted by mail, using & check or money order for payment. It can take
up to 30 working days to process your request ffom the date payment is posted. Mail to '
. Vital Statistics, 275 East Main Street, Frankfort, KY 40621, Our telephone mumber is Total Amount Enclosed
(502) 5644212, . : :

Walk-in: Youn may order a certified copy of the birth record by coming to this office.” We
are Jocated at the address above. Orders are accepted for same day issuance from 8:00 AM
until 3:30 PM Monday through Friday. . :

THIS SECTION MUST BE COMPLETE FOR ALL ORDERS

REQUESTORS INFORMATION;
. NAME
'MAILING ADDRESS

CITY, STATE, ZIP CODE

%




SOCIAL SECURITY ADMINISTRATION
Appllcatlon for a Social Securlty Card

Applymg for a Socral Secunty Card is free' '
"USE THIS APPLICATION TO: .

e Apply for an original Social Security card
« Apply fora replacement Social Security card
+ Change or correct lnformatlon on your Social Securlty number record

IMPORTANT You MUST prowde a properly completed apphcatlon and the requ1red evidence before we
A can process your application. We can only accept origindl documents or documents certified by the
custodian of the original record. Notarized copies or photocopies which have not: been certified by the
custodian of the record are not acceptable. We will return any documents submitted with your application.
For assistance call us at 1-800-772-1213 or visit our website at www.socialsecuritv.qo’y. '

' Original Social Security Card
To apply for an original card, you must provide at least two documents to prove age ldentlty, and u.s.

citizenship or current lawful, work-authorized immigration status. If you are nota U.S. citizen and do not
have DHS work authorization, you must prove that you have a valid non-work reason for requesting a
. card. See page 2 for an explanation of acceptable documents. : :

NOTE: If you are age 12 or older and have never recerved a Somal Securlty number, you must apply in ‘
person.

erlacement Social Security Card
To apply for a replacement card, you must provide one document to prove your ldentrty If you were born

~ outside the U.S., you must also provide documents to prove your U.S. citizenship or current, lawful,
work-authorized status. See page 2 for an explanation of acceptable documents. .

. Changing Information on Your Socral Secur!ty Record

To change the information-on your Social Security number record (i.e., a name or citizenship change,-or’
corrected date of birth) you must provide documents to prove your ldentrty, support the requested change
and establish the reason for the change. For example, you may provide a birth certificate to show your
correct date of birth. A document supporting a'name change must be recent and identify you by both your
old and new names. If the name change event occurred over two years ago or if the name change ‘
document does not have enough information to prove your identity, you must also provnde documents to
prove your identity in your prior name and/or in some cases your new legal name. If you were born
outside the U.S. you must provide a document to prove your U.S. crtxzenshlp or-current lawful,
work-authorized status. See page 2 for an explanation of acceptable ¢ documents

LIMITS ON REPLACEMENT SOCIAL SECURITY CARDS
Public Law 108-458 limits the number of replacernent Social Security cards you may.receive to 3 per “
calendar year and 10 in a lifetime. Cards issued to reflect changes to your legal name or changes to a
work authorization legend do not count toward these limits. We may also grant exceptions to these limits if
you provide evidence from an ochxal source to establish that a Social Security card is requlred

: IF YOU HAVE ANY QUESTIONS

- Ifyou have any questrons about this form or about the evidence documents you must provide, please visit
our website at www.socialsecurity.qov for additional information as well as locations of our offices and -
Social Security Card Centers. You may also call Social Security at-1-800-772-1213.. You can also find

" your nearest office or Card Center in your local phone book.

.. Form 58-5.(08-2008) ef.(08~2009) Destroy Priof Editjons R l 4




- | ~ EVIDENCE DOCUMENTS * . - ~ - R
The following lists are examples of the types of documents you must provide with your application and are not all
inclusive. Call us at 1-800-772-1213 if you cannot provide these documents. o L .

IMPORTANT: If you are completing this application on behalf of someone else, you must provide evidence that -

shows your authority to sign the application as well as documents to prove your identity and the identity of the

person for whom you are filing the application. We can only accept original documents or documents certified by

the custodian of the original record. Notarized copies or photocopies which have not been certified by the
custodian of the record are not acceptable. ' :

Evidence of Age : S
In general, you must provide your birth certificate. In spme situations, we may accept another document that
shows your age. Some of the other documents we may accept are: - . :

» U.S. Hospital record of your birth (created at the time of birth)

» Religious record established before age five showing your age or date of birth.

Passport : : :
Final Adoption Decree (the adoption decree must show that the birth information was taken from the original

birth certificate)

Evidence of Identity A
You must provide current, unexpired evidence of identity in your legal name. Your legal name will be shown on

the Social Security card. Generally, we prefer to see documents issued in the U.S. Documents you submit o
establish identity must show your legal name AND provide biographical information (your date of birth, age, or
parents' names) and/or physical information (photograph, or physical description - height, eye and hair color,
etc.). If you send a photo identity document but do not appear in person, the document must show your
biographical information (e.g., your date of birth, age, or parents' names). Generally, documents without an
expiration date should have been issued within the past two years for adults and within the past four years for

children. A

As proof of your identity, you must provide a:

« U.S. driver's ficense; or ,

« U.S. State-issued non-driver identity card; or

.. U.S. passport : ) : o o :

If you do not have one of the documents above or cannot get a replacement within 10 work days, we may accept

other documents that show your legal name and biographical information, such as a U.S, military identity card, -
Certificate of Naturalization, employee identity card, certified copy of medical record (clinic, doctor or hospital),

health insurance card, Medicaid card, or school identity card/record. For yoUnchhildren, we may accept medical ", -

records (clinic, doctor, or hospital) maintained by the medical provider. We may also accept a final adoption
decree, or a school identity card or other school record maintained by the school. :

.lf you are-nota U.S. pitizén, we must see your current U.S. immigraﬁon document(s) and your foreign passport

with biographical information or photograph. ) A '

WE CANNOT ACCEPT A BIRTH CERTIFICATE, HOSPITAL SOUVENIR BIRTH CERTIFICATE, SOCIAL
SECURITY CARD STUB OR A SOCIAL-SECURITY RECORD-as evidence of identity. - :

Evidence of U.S. Citizenship : -

In general, you must provide your U.S. birth- certificate or U.S. Passport. Other documents you may provide are a
~ Consular Report of Birth, Certificate of Citizenship, or Cettificate of Naturalization.

Evidence of Immigration Status . o : : :
You must provide a current unexpired document issued to you by the Department of Homeland Security (DHS)
showing your immigration status, such as Form |-551, 1-94; 1-688B, or I-766. If you are an.international student or
exchange visitor, you may need to provide additional documents, such as Form 1-20, DS-20189, or a letter
authorizing employment from your school and employer (F-1) or sponsor (J-1).. We CANNOT accept a receipt
showing you applied for the document. If you are not authorized to work in the U.S., we can issue you a Social =~
~Security card only if you need the number for.a valid non-work reason. Your card will be marked to show you
‘cannot work and if you do work, we will notify DHS. See%age 3, item 5 for more information. -




HOW TO.COMPLETE THIS APPLICATION

' uorﬁplete and sign this application LEGIBLY using ONLY black or blue ink on the attached or
downloaded form using only 8 2" x 11" (or A4 8.25” x 11.7”) paper. '

GENERAL: ltems on the form are self-explanatory or are discuséed;beloW. The numbers match the
numbered items on the form. If you are completing this form for someone else, please complete the

items as they apply to that person.
4. Show the month, day, and full (4 digit) year of birth; for éxam’ple, “1998"” for year of birth. - '

- 5. |f you check “Legal Alien Not Allowed to Work” or “Other,” you must provide a document from a U.S.

. Federal, State, or local-government agency that explains why you need a Social Security number and
that you meet all the requirements for the government benefit. NOTE: Most agencies do not require

that you have a Social Security number. Contact us to see if your reason qualifies for a Social Security

number.

6., 7. Providing race and ethnicity information is voluntary and is requested for informaﬁonal and
statistical purposes only. Your choice whether to answer or not does not affect decisions we make on

your application. If you do provide this information, we will treat it very carefully.

9.B., 10.B. Ifyouare applying'for an original Social Security Card for a child under age 18, you MUST
show the mother's and father's Social Security numbers unless the mother and/or father was never -
assigned a Social Security humber. [f the number is not known and you cannot obtain it, check the

£

“unknown” box.

- 13. Ifthe date of birth you show in item 4.is different from the date of birth currehtly shown on your
Social Security record, show the date of birth currently shown on your record in item 13 and provide

evidence to-support the date of birth shown in item 4.
~16. Show an address where yo‘u can receive your card 7 to 14 d.ays from now.

17. WHO CAN SIGN THE APPLICATION? If you are age 18 or older and are physically and mentally
capable of reading and completing the application, you must sign in item 17. If you are under age 18,
-you may either sign yourself, or a parent or legal guardian may sign for you. If you are over age 18 and
cannot sign on your own behalf, a legal guardian, parent, or close relative may generally sign for you. If
you cannot sign your name, you should sign with an "X” mark and have two people sign as witnesses in
the space beside the mark. Please.do not alter your signature by including additional information on the
‘'signature line as this may invalidate your application. Call us if yol have questions about who may sign.

your application. A - .
HOW TO SUBMIT THIS APPLICATION

In most cases, you can take or mail this signed application with your documents to any Social Security -
office. Any documents you mail to us will be returned to you. Go to https://secure.ssa. -
gov/appsbz/FOLO/fo001.jsp to find the Social Security office or Social Security Card Center that serves .

_your area.

-
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‘ . PROTECT YOUR SOCIAL SECURITY NUMBER AND CARD
Protect your SSN card and number from loss and identity theft. DO NOT carry your SSN card with you.
Keep it in a secure location and only take it with you when you must show the card; e.g., to obtain a
new job, open-a new bank account, or to obtain benefits from certam U.S. agencies. Use caution in
giving out your Social Security number to others, partlcularly durmg phone mail, emall and lnternet

requests you did not initiate.

PRIVACY ACT STATEMENT
Collection'and Use of PerSonaI lnformation

~ Seéctions 205(0) and 702 of the Social Security Act, as amended, authorize us to oollect this
information. The information you provide will be used to aSS|gn you a Socral Security number and

issue a Social Securlty card.

The information you furnlsh on this form is voluntary However, fa:lure to provide the requested
information may prevent us from issuing you a Social Security number and card.

We rarely use the information you supply for any purpose other than for issuing a Social Security
number and card. However, we may use it for the administration and integrity of Social Security =
programs. We may also disclose information to another person or to another agency in accordance
with approved routine uses, which include but are not limited to the following:

1. To enable a third party or an agency to assist Social Security in establishing nghts to
Social Security benefits and/or coverage,

2. To comply with Federal laws requiring the release of information from Social Seounty
records (e.g., to the Government Accountablhty Office and Department of Veterans'

Affairs);

3. To make determinations for eligibility in S|m|lar health and income malntenance
programs at the Federal, State and local level; and :

'4'. To facrlltate statzstxcal research audit or investigative activities necessary fo assure the
integrity of Social Security programs a

We may also use the information you provrde in computer matching programs. Matching programs
compare our records with records kept by other Federal, State, ‘or local government agencies. '
Information from these matching programs can be used to establish or verify a person's eligibility
for Federally-funded or administered benefit programs and for repayment of payments or

delinquent debts under these programs.

Complete lists of routine uses for this information are-available in System of Records Notice
60-0058 (Master Files of Social Security Number (SSN) Holders and SSN Applications). The
Notice, additional information regarding this form, and lnformatnon regarding our systems and
programs, aré available on-line at www.socialsecurity.gov or at any local Social Security office.

This information ooliect:on meets the requirements of 44 U.S.C. §3507, as amended by Seo’uon 2 of the
Paperwork Reduction Act of 1995. You do not need to answer these questions unless we display a -
valid Office of Management and Budget control number. We estimate that it will take about 8.5 to 9.5
minutes to read the instructions, gather-the facts, and answer the questions. You may send comments
on our time estimate to: SSA, 6401 Security Blvd., Baltimore, MD 21235-6401. Send only comments

relatmg to our time estimate to this address not the completed form

I7

Form SS-5 (08-2009) ~ ef (08-2009) -




SOClAL SECURITY ADMINISTRAT[ON
Apphcatlon for a SOClal Securlty Card

Form Approved
OMB No. 0960-0066

N AM E : > Flrst

{TO BE SHOWN ON CARD

Full Middle Name

Last

| FULL NAME AT BIRTH | Fist
{IF QTHER THAN ABOVE_

Full Middie Name -

Last

| OTHER NAMES USED ON YOUR
|SOCIAL SECURITY CARD

i Social Security number prevnously aSS|gned to the person

|listed initem1 - L —D
PLACE |
OF BIRTH" A
(Do Not Abbreviate) City | State or Foreign Country MM/DDYYYY
B ' ' ’ Legal Alen Legal Allen Not '
CITIZENSHIP & D U.S. Cifizen Allowed To D Aliowed To Work (See B (See lnstruchons
{Check One) ' Work Instructions On Page 3) On Page 3)
ETHNICITY RACE D Native Hawailan DbAmerican Indlan D Other Pacific Islander
Are You Hispanic or Latino? Select One or More D Alaska Native D Black/African American D White
(Your Response is Voluntary)’ (Your Response Is Voluntary) E Aslan ‘
[ VYes- E] No 3
SEX. —p - 1 mate 1 Female
A.MOTHER'S NAME AT First Full Mid.dle Name Last Name At Her Birth
HER BIRTH —— B
B. MOTHER'S SOCIAL SECURITY — — U
NU MBER {See instructions for § B on Page 3) > m nknown
First Full Middie Name Last
A. FATHER'S NAME —p> :
B. FATHER'S SOCIAL SECURITY — _—
NUMBER (Ses instructions for, 10B on Page 3) > ’ D Unknown

card before?

Has the person listed in ltem 1or anyone acting on his/her behalf ever fled for or received a Socnal Securlty number

"Don't Know (If “don't know,"

D Yes (lf"‘yes""answer ques{ions 12-13) ) E No E skip to question 14.)
Name shown on the most recent Social First Full Middle Name Last Name
)| Security card issued for the person ' ' o
listed in item 1 —_——
3| Enter any different date of birth if used on an o
earlier application-for a card MM/DDAYYYY
ITODAY'S 1 5 DAYTIME L) =
{DATE MMIDDYYYY . A PHONE NUMBER Area Code Number

Street Address, Apt. No., PO Box, Rural Route No.

{MAILING ADDRESS. . Gity
+{Do Not Abbreviate) - -

SteteForelgn Gourty —7IP Code

| declare urider penalty of perjury that | have ‘examined all the information on this form, and on any accompanymg statements or forms,

and it is true and correct to the best of my knowledge

YOUR SIGNATURE -

A D Self D Natural Or

Legal

Adoptive Parent Guardian
i

YOUR RELATIONSHIP TO THE PERSON IN ITEM 1 IS:
[ other (specity)

DO NOT WRITE BELOW THIS LINE (FOR SSA USE ONLY)

NPN-: . - _ . Jooc T CAN _ v
PBC [Evi EVA  [evc . [PrRA NWR [DNR JuniT
EVIDENCE SUBMITTED ’ SIGNATURE AND TITLE OF EMPLOYEE(S) REVIEWING

EVIDENCE AND/OR CONDUCTING INTERVIEW

DATE

beL .

“ DATE

Form SS 5 (08-2009) (08 2009) - Destroy Prior Editions




 Authorization for Release, Use or Disclosure of PHI -

" CFO:308 - RS ‘
(5/28/2003) - | PLEASEPRINT LEGIBLY
o 'CAJsm;ETFQRFAmLIEsANDcmDREN R ,_*% i
" COMMONWEALTH OF KENTUCKY * - 1 |~ SERRE
: R T e o , Co EDUCATION
SR I PAYS . |

 PROTECTION AND PERMANENCY - -

DEPARTMENT FOR COMMUNITY BASED SERVICES
AN,.EQUAL OPPORTUNITY EMPLOYER M/E/D.

1 , R ) ; (name of client, parent guardian/lbgal"rcprescntaﬁ\}c)'E:EREBY AUTHORIZE | X
PROTECTION-AND PERMANENCY IN THE DEPARTMENT FOR COMMUNITY BASED.SERVICES INTHE CABINET FOR .
FAMILIES AND CHILDREN TO DISCLOSE AND USE THE SPECIFIED INFORMATION.BELOW OF: | - .
L _ - Sccial Secutity Number, .

(Street name & number)_. - ‘ ; Date of Birth _ . CaseRecord #
L - : : County where case record maintained
: (City) ; (State) | (Zip) Telephone Number |

) - Home) (.0~ (Wok)
To: : . N
Indiiridilal/Agcncy ame (Prmt) :
Address (Prinf) ’ : o . R o o
(Street name & mmmber) ) : : - . Tndividual/A gency Telephone Number . :

‘ o o @ () (W)

(City) ‘ . (State)_ (Zil;)

| The name of the individual whose Information you are requesting: ..

~Thé purpose of the use gnd discl(‘)sqre.is: ‘ - i ' o L
- []Assessment [] Placement [ ] Treatment [] Planning [ Eligibility Determination [ ] Continuity of Service A
- - [JAtthe Request of the Individusl (Personal Protected Health Information Only) (

[[] Other. : .
The specific Protected Health Toformation (PHI) to be used and/or disclosed is: - : , o :
[[] Medical History [] Jmmunizations [ ] Treatment Information [ ] Developmental Information [ | Benefits Eligibility Records

["] Payment Records ] Medicaid Claim Information [[] CPS Information (Provide Court Custody Order or Céurt Order)

Order) [ ]-APS Information (Provide Conrt Custody Order or Court” |-

[[] Guardianship Information (Provide Court Custody Order or Court
Order) [] Other” ' ' . :
NOTE: Authorization for a use or disclosure of psychotherapy notes must be zuthorized nsing formCRC-305A, Authorization for
Release, Use or Disclasure of Psychotherapy Notes . ' o REE ‘ . o
~Please read carefully, : S , . ' -
nd Children, Department of Community Based .

s, Complets this forin within ten (10) days and mail o the Cabinet for Families &
" Services, Records Manag’emé;lt Section, 275 East Main St., Section 3E-G, Frankfo
‘o Tunderstand this anthorization will expire in ninety (90) days... _ , o L
" Tunderstand I have the right to révoke this authorization at any time, however 1 must do so in writing. I further understand that
* actions already taléen, based on this anthorization prior to revocation will not be affected. ' :
o  Tunderstand I have the fght to a copy of this authorization. RN ) : o ,
o . I understand that anthorizing the use/disclosure of PHI is voluntary. I need not sign this authorization in order to assu® service. I may
request to inspect or receive acopy of information to be nsed or disclosed, as provided in 45 CFR 164.524.1 farther understand that -
* “any disglosiire of PHI caries with it the potential for an umanthorized disclosure and the information may not be covered by federal
- confidentiality rules. If I have questions about disclosure of PHI I can contact the Ombudéman’s Office at (502) 564-5497 or the
éddrcs;slistadabove.- ' ; Co ' : I
o The following statement applics to any alcohol and/or drug abuse treatment information that we disclose, This information has been ‘
disclosed to you from records whose confidentiality is protected by federal law. Federal regulations, 42 CFR Part 2, prohihit you from |
' vritten au t pertains, or as otherwise specified: '

~making further disclosure of it without the-specific written anthorization of the person fo whom it
by such regulations, A general airthorization for disclosure is not sufficient for this purpose. .

rt, 'Ke;ntuck.y, 40621

Sipnatnré of Chient - o
Signature of Witness . R : : Date
Signature of Parent, Legal Guardian/R epresentative .

(Tnchude a copy of legal authority t0 act on cﬁcnt’g behalf) .

“Date

4




‘CFC.-SO'S- o . . . R ‘ Auﬁlonzanon forRsh:ase Use or stclosnrc ofPEI
- (5/28/2003) ' a " PLEASE PRINT LEGIBLY . - g

O Demcd

. N / .
DF*F Received. 'Auﬁmﬁzaﬁmhas been [j Approvcd
Note’All request for review on demal of authorxzatmn shonld be directed to the Cabmet for Families and Chxlciren, Ombudsn o

Ofﬁce (HIPAA Cumphznce Oﬁicer) at (502) 564—5497 or by mail at 2’75 East Main'St. (lE-B), anlcfort, Kenmcky 40621
Nameofsmifprocessmgrcquest ’ — o
. Date I

Date Sent o Oﬁ’ice of Records M.anagcmgnt
Slgnamre of Comphancc Officer or designee

Dai“c‘ Rcceix?cd' ' ‘. Datg wnﬂz—:n denial sent to client Date fhis disclosnre sent o clietit !
Datc entcrcd in chcnr § acconnting of dxsclosure record forPHT - - )
. Name of staff proccssmg rcquest ‘ 'fiﬂe;
¢ :
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Medical
Information







| ‘A;A;.duit Care

As young people grow from childhood into adulthood, many will move from care by
pediatricians into adult medicine. Moving to a different town due to schoolora
change of employment will also create a need to find a new doctor, especially if you
happened to grow up with chronic health issues. So. how do you find a doctor who
will meet your medical needs, that will be covered by your health plan, and who will
give you the care you are looking for? ' P

« Before you start looking for a new doctor, think about what do you want:

o Is where the office located important? Will you need help with transportation?
Do you need an office that is wheelchair accessible or do you need other
special assistance in the doctor's office? Are office hours convenient? How
do you contact the doctor at other times? What hospital do you want to use,
and is this doctor on the staff there? . . ' '

o Do you want someone who will take time with you during an office visit or are
you comfortable being seen by someone who is"good” in his or her field but
perhaps does not have the best bedside manner? '

o s it important that this new doctor is knowledgeable about your special health
care needs or do you think you can provide that information or connect the
new doctor with those who cauld provide medical insight?

s Ways to look for a new doctor include: -

o Ask your current doctor ‘
Check out the doctor your parents or other family members see
Call a family support group or adult disability agency and check around
Ask adulis who have health needs similar to yours for recommendations
Refer to your health instrance company booklet of approved providers
Ask a Vocational Rehabititation or Independent Living Center counselor
Find a university health center (sometimes there are research studies going
on which offer free care) | o '
Contact your local Medical Society, American Academy of Family
Practitioners, or Internal Medicine Society either through the Yellow Pages or

on their national websites :

O 0 0C 000

s}

Since your wellness depends on the medical services you receive, it is important
that you are-comfortable talking with your new doctor and feel that he or she .
understands your concerns. Consider scheduling a "get-acquainted” interview
before you make a final choice of a new doctor. You will have fo pay for this visit, as
it is NOT covered by insurance benefits. An ideal interview time is about 15 to 30
minutes and should not waste your time or the doctor's. The best time to seé.a new
physician is when your health condition Is stable so you aren’t asking for crisis care
while seeing if you can develop a working relationship.

-Think about (and write down) questions that are important to youf :
e s the doctor knowledgeable about your health issues and/or willing to learn from you

and from previous doctors?
» Do you like the communication style with the doctor and in the office?
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Insurance Agent Questions and Answers

Please note: due fo periodic changes in state and federal law and Kenfucky Access program rules,” answers fo questions posed
herein are subject to change. For the most up-to-date information, visit the program’s web site at www.KentuckyAccess.com.

Q1. Whatis Kentucky Access?

A, Kentucky Access is a state authorized health plan that offers medical coverage to Kentuckians who
find it difficult to obtain health insurance in the individual insurance market,

Q2. - Who s eligible for Kentucky Access?

A There are basically 6 ways an individual can qualify for Kentucky Access:

“ Federally Eligible — Applies to current Kentucky residents who qualify as "eligible individuals”

under the federal Health Insurance Portability and Accountability Act (HIPAA), including
individuals coming off the following types of medical coverage: group, governmental, church
plan, COBRA, or state continuation; or '

Insurance Rejection — Applies to 12 month Kentucky residents who have been rejected by a
private insurer for individual medical coverage substantially similar to Kentucky Access

coverage, or

Higher Premium Rate — Applies to 12 month Kenfucky residents who have been offered
individual medical coverage at a premium rate higher than the premium rate charged by
Kentucky Access for substantially similar coverage; or ' »

High Cost Condition — Applies to 12 month Kentucky residents with one or more of the
following high cost medical conditions: _ . .

AIDS A Juvenile Diabetes Quadriplegia

Angina Pectoris Leukemia Stroke

Ascites - Metastatic Cancer ' Syringomyelia

Chemical Dependency Motor or Sensory. Aphasia Wilson's Disease

Cirrhosis of the Liver Multiple Sclerosis Chronic Renal Failure

Coronaty Insufficiency Muscular Dystrophy Malignant Neoplasm of the Trachea
Coronary Occlusion Myasthenia Gravis - Malignant Neoplasm of the Bronchus
Cystic Fibrosis Myotonia- Malignant Neoplasm of the Lung
Friedreich's Ataxia Open Heart Surgery Malignant Neoplasm of the Colon
Hemophilia Parkinson's Diseases Short Gestation Period for a Newbormn
Hodgkin's Disease Polycystic Kidney Low Birth Weight of a Newborn; or
Huntington's Chorea _ Psychotic Disorders

GAP Eligible— Applies to participants in the state Guaranteed Acceptance Program (GAP); or

Spouse or Child — Applies to 12 month Kentucky residents who are eligible dependents of a
Kentucky Access enrollee. '

For complete details,' confact Kentucky Access Custoher Service, toll-free, at 1-866-405-6145
(TTY 1-800-313-4750). .




Q3.

A.

Q4.

Q5.

Who is NOT eligible for Kentucky Access?
Your client may NOT be able to qualify for Kentucky Access if

. On the effective date of his/her Kentucky Access coverage, your client has or is eligible for
substantially similar coverage under another health care contract or policy, such as Medicare,
Medicaid, group medical coverage, association medical coverage, individual medical coverage,
COBRA coverage, state continuation coverage, or state conversion coverage: :

o An individual who waives group medical coverage is ineligible for Kentucky Access during
the waived period; however, his or her spouse and dependents may be eligible;

o« Provided he or she is wiling to terminate the other coverage, a person gligible for
individual medical coverage may be able to qualify for Kentucky Access if he orsheis a
participant in the state Guaranteed Acceptance Program (GAP) or if he or she is offered a
higher premium rate than the premium rate offered by Kentucky Access for- substantially
similar coverage; or ,

. Pursuant to 806 KAR 17:320(11), your Kentucky Access premiums, deductible, coinsurance, or
copayment is partially or entirely paid or reimbursed by any of the following: a government-
refunded or sponsored program; a govemment agency; a health care provider; a public or
private foundation; a church or church-affiliated organization; an employer of the individual; or a .
person other than yourself, your spouse, your parent, your adult child or your legal guardian; or

. Your client is confined to a public institution, incarcerated in a federal, state, or local penal
institution, or in the custody of federal, state, or local law enforcement authorities, including work

release programs (does not apply to HIPAA eligibles); or

. Your client has one of the 4 ‘non-standard’ Kentucky Access benefit plans and has reached his
or her $2,000,000 lifetime maximum; or

. Your client terminated Kentucky Access coverage less than 12 months ago without a good faith
reason for the termination. '

For complete detalls, contact Kentucky Access Customer Service, toll-free, at 1-866-405-6145
(TTY 1-800-31 3-4750). ‘

How much time does my client have to obtain Kentucky Access coverage if a private insurance
carrier denies coverage? : -

If your client has recently lost medical coverage and can qualify for Kentucky Access under any one or
more of the six (6) Kentucky Access eligibility categories, he or. she should IMMEDIATELY apply to

“Kentucky Access under all applicable categories to avoid a 63 day lapse in coverage. If the only way

your client can qualify for Kentucky Access is to obtain a denial letter from a private insurer, he or she
should work to obtain the denial letter as soon as possible and then IMMEDIATELY apply to Kentucky
Access to avoid a 63-day lapse in coverage. Please note that the time it takes an individual health
insurance carrier o determine eligibility will not be counted toward the 63-day lapse

‘ What is the significance of a 63 day lapse in coverage?

A 63 day lapse in coverage during the past 18 months could prevent your client from qualifying as an
"eligible individual” under the federal Health Insurance Portability and Accountability Act (HIPAA), This
may be important because (a) HIPAA eligible individuals do NOT have fo be 12 month Kentucky
residents to qualify for the Kentucky Access program (current Kentucky residency is sufficient), and
(b) HIPAA eligible individuals are NOT subject to pre-existing medical condition exclusions.

SEC)




Q6.

Q7.

e

Persons unable to qualify as “eligible individuals” under HIPAA must qualify for Kentucky Access
under one of the other Kentucky Access eligibility categories. Most of the other eligibility categories
require that an individual be a 12 month Kentucky resident (current Kentucky residency is typically
NOT sufficient); and ALL of the other eligibility categories subject the applicant to the normal rules
concerning exclusion of pre-existing medical conditions. A 63-day lapse in coverage during the past
12 months could prevent your client from obtaining a waiver of the pre-existing condition exclusion or a
reduction in the 12 month pre-existing condition exclusion period.

How can my client apply to Kentucky Access?

One way for your client to apply to Kentucky Access is fo visit the program's web site at
www.Kentuckyaccess.com, where he or she can view all program enroliment materials and
download all necessary applications and other forms. Completed application forms and other

~necessary materials can then be sent to Kentucky Access, P.O. Box 33707, Indianapolis, IN 46203-

0707. Your client can also contact Kentucky Access Customer Service, toll-free, at 1-866-405-6145
(TTY 1-800-313-4750) to request that.an enroliment packet be mailed fo him or her.

When will my client’s Kentucky Access coverage go into effect?

Assuming your client’s application is approved and he or she does not request a later effective date
(see discussion below), your client's coverage will automatically take effect on the 1st day of the
month following the month in which his or her application is received by the Kentucky Access program.
For example, If your client’'s application is received by Kentucky Access on June 10, if and when your
client is approved he or she will be assigned a July 1 effective date.

The automatic effective date described above is mandated by Kentucky law. For that reason, the
Kentucky Access program is NOT permitted to assign retroactive effective dates (i.e., effective dates
prior to the 1st day of the month following the month in which the application is received by Kentucky
Access). If your client is in need of a particular effective date to avoid a lapse in coverage, your client
must be careful to ensure his or her application is received by Kentucky Access in time to obtain the
desired effective date. Your client should make every effort to ensure his or her application is complete

~ and that all necessary supporting documentation and premium payments are included. A checkiist of

necessary information and materials is included with the application form.

If your client needs fo get an application to Kentucky Access at the last minute, he or she can fax a
copy of the application to 317-614-2100. However, faxed versions of documents will not be used as

the basis for determining eligibility for the Kentucky Access program. The version of the application

containing your client's original signature, as well as the originals of any necessary supporting
documents and the initial premium payment, must still be mailed fo the Kentucky Access program by

the close of the next business day.

If your client wants a different effective date, Kentucky law allows your client to request a later effective
date, not to exceed a date 3 months after the month in which his or her application is received. Special

| requests of this type CAN include “middle of the month” effective dates. For example, if your client's
.application is stamped by Kentucky Access as ‘received” on June 10, your client may request, as an:

effective date, any date between July 1 and September 30.
Will my client be rated the same as everyone else of his/her age and gender? : ‘
Yes. Age, gender, and choice of benefit plan are the only factors used to determine premium rates in

the Kentucky Access program. Premium rates may be viewed on the program's web site at
www.KentuckyAccess.com and are also included in the enroliment packet,
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Q10

Q11

Q12

Q13

Q14

Q15.

Q1s6.

What is the best way to maintain Kentucky Access caverage?

As long as your client pays premiums and continuies to meet other applicable eligibility requirements,
he or she will continue to be eligible for Kentucky Access coverage. '

Are insurance agents licensed to sell Kentucky Access coverage?

Agents do not sell Kentucky Access benefit plans. However, any insurance agent currently licensed by

" the Kentucky Department of Insurance may refer a client to Kentucky Access. Consumers may apply

to Kentucky Access with or without the assistance of an agent.

How are agents compensated?

An agent will be paid a one-time referral fee of $50 once a client has been determined eligible for and
enrolled in.Kentucky Access, In order for an agent to receive the referral fee, the client must indicate
on the application form that the agent referred the client to Kentucky Access.

Will it cost my client more to deal through an agent?

Since agent referral fees are not factored info your client's rates, there is no additional cost to your
client for being referred by an agent. Agents are typically much more familiar with health care
coverage than consumers and it is generally a good idea for consumers to work with agents they know

and trust.
Will my client receive a rate or benefit comparison fofm?

No. Information about Kentucky Access rates and benefits may be viewed on the program'’s web site
at www.KentuckyAccess.com and are also included in the enroliment packet, Your client will have fo
perform his or her own comparison if he / she wants to compare Kentucky Access rates and benefits

With rates and benefits available elsewhere in the individual insurance market. You may be able to
furnish your client information about the products of private insurers. ‘

Who is the administrator? Who processes claims?

Kentucky Access is directly overseen by the Kentucky Department of Insurance through a separate

* division of the Department. Benefits are administered by a third-party administrator, under contract.

Enroliment, claims, and other questions should be directed to Kentucky Access, P.0. Box 33707,
Indianapolis, IN 46203-0707. Your client may also call Kentucky Access Customer Service, toll free, at

- 4-866-405-6145 (TTY 1-800-313-4750). -

Who should be cpntacted if an ID card is not received orif a card is lost? -

Kentucky Access Customer Service should be contacted, toll free, at 1.866-405-6145 (TTY 1-800-313-

4750)..
When are premium payments due?

Premium payments are due one day before the coverage period begins. For example; if your client's
coverage begins on February 1st, your client's premium payment would be due on January 31st. Your
client may choose from a number of different premium payment options including monthly, quarterly,
semi-annually, or annually. If your client elects to pay monthly, your client must enclose with his or her
application the first 2 months worth of premjum. If your client elects to pay quarterly, semi-annually, or
annually, your client must enclose two months premium. Your client will be billed for remainder of
premium for the pay mode selected before approval will be issued. The initial premium check must be
attached to the application and mailed to Kentucky Access, P 0. Box 33707, Indianapolis, IN 46203-

0707. The check should be made payable to "Kentucky Access.”
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Q1.

Qie.

Q20.

Q21.

Q2.

Once the initial premium payment has been mailed to Kentucky Access and your client has been
approved for coverage, your client may either (a) mail subsequent premium checks to Division of
Kentucky Access, P. O. Box 712820, Cincinnati OH 45271-2820 (regular mail only), (b) overnight your
payment to Kentucky Access, 4550 Victory Lane, Indianapolis, IN 46203 or (c) have subsequent
premium payments electronically transferred from his or her bank account to Kentucky Access by
means of monthly “electronic fund transfers” (EFTs). An EFT form may be downloaded from the

-program's web site at www.kentuckyaccess.com and is also included in the enroliment packet.

Can my client's spouse and children be included in his or her Kentucky Access coverage?

Yes. As long as they can provide proof of dependency and proof of 12 month Kentucky residency for -
non-eligible individuals and current residency only for eligible individuals, spouses and dependent
children of eligible Kentucky Access enroliees may be included in Kentucky Access coverage.
Additional premiums are charged for coverage of spouses and other dependents.

What benefit plah options are available to Kentucky Access enrollees?

‘Kentucky Access offers 3 different health benefit plans:

. Traditional Access — fraditional, fee-for-service type plan
. Premier Access — PPO (preferred provider organization) type plan
. Preferred Access — PPO (preferred provider organization) type plan

Each of the PPO plans offers more than one cost-sharing option. Altogether, Kentucky Access offers
§ different benefit / cost-sharing-options designed to give applicants a variety of choices.

Each Kentucky Access benefit plan also offers (at additional cost) a prescription drug rider, a mental

" health parity rider and a dependent rider. Information on benefit plans and riders is available on the

program’s web site at www.kentuckyaccess.com and is included in the enrollment packet.

What health care providers are in the network?

The Kentucky Access program uses Anthem Blue Cross and Blue Shield tri-state (KY, IN, OH) health
care provider networks. The “Traditional Access" benefit plan uses Anthem's Blue Traditional network,
while the “Premier Access” and “Preferred Access” benefit plans use Anthem'’s Blue Access network,
Al three benefit plans use the Anthem Pharmacy and Anthem Mental Health Networks. Please visit
the program's web site at www.kentuckyaccess.com or refer to-the enroliment packet for additional

information about provider networks. .

Some of the Kentucky Access plans have maximum lifetime limits. What happens when those
imits are reached? Will coverage be available under another Kentucky Access plan?

Two (2) of the 6 Kentucky Access benefit / cost-sharing options are associated with benefits identical
o those in the Kentucky standard plan. Like the benefits in the Kentucky standard plan, the benefits
associated with these 2 benefit/cost sharing options do NOT have lifetime maximums. The other four
“non-standard” Kentucky Access benefit [ cost-sharing options are each associated with benefits
having a $2,000,000 lifetime maximum. If your client selects one of the four “non-standard” benefit /

cost sharing options and reaches the lifetime maximum, he or she will immediately become ineligible
for Kentucky Access. . .

Can my client apply for Kentucky Access coverage any fime during the year or is there a
limited enrollment period? -

"Your client may apply for Kentucky Access at any time during fhe year.

If my client currently has individual coverage with a private insurer, can my client be forced to
swifch to Kentucky Access? ;_0( '
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Q26.
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Qz28.

02,

No. As long as_your client continues to pay his or her premiums and meet other applicable
requirements, your client's policy with the private insurer is quaranteed renewable under Kentucky law.
The Kentucky Department of Insurance will monitor this situation to assure your client's rights are

protected. :

Will Kentucky Access pay my client’s premium if he or she has a limited income?

No. Although it is expected Kentucky Access will subsidize overall program costs to some extent, your

“client must still be able to afford and pay the program's stated premiums. Kentucky Access is not

designed to serve indigent citizens or to completely subsidize program costs.

If my client is on COBRA or state continuation coverage, and the premium rate is higher than
the premium rate offered by Kentucky Access for substantially similar coverage, can my client

switch to Kentucky Access?

No. However, once COBRA or state continuation coverage has been exhausted or is no longer

~available (for example, if your client's employer discontinues coverage), your client may be eligible for

Kentucky Access coverage.

" Two members of the same family have high cost conditions. Can they be included in the same

Kentucky Access benefit plan or do they each need a separate plan?

Both family members can be covered under the same benefit plan.

How offen can Kentucky Access enrollees change benefit plans and/or cost sharing options?

Enroliees will be permitted to change benefit plans and/or cost sharing options once a year, at the time
of renewal.

How does your client file an appeal with Kentucky Access?

Kentucky Access is required to ~follow all applicable laws of the Insurance Code, just like health
insurers. Kentucky Access enrollees have all of the same patient protections as individuals enrolled

with health insurers,

If my client's health status improves, will he be able to return to the regular insurance market?

If the amount of premium your client pays during a three year period Is greater than the amount of

_ claims paid by Kentucky Access for your client's health coverage, your client will be given a “certificate
of insurability’” and will be able to look for insurance in the regular market. Health insurance carrier's

will use their medical underwriting guidelines to evaluate your client's health status in deciding whether
o isste your client a policy. Your client may.want to consider keeping his or her Kentucky Access
coverage in effect until he or she is sure he or she has been approved for coverage with the other
health plan because going without health insurance coverage for 63 days may cause your client fo
forfeit any rights to coverage for pre-existing conditions.

If your client can’t afford Kentucky Access premiums but a civic group, foundation, etc. agrees
to pay the premium, will this be accepted?

Your ¢lient may NOT be eligible for Kentucky Access if his or her Kentucky Access premium is
partially or completely paid for or reimbursed by an employer; a government-funded or sponsored
program; a government agency; a health care provider; a public or private foundation; a church or
church-affiliated organization; or any person other than your client, your client's spouse, your client's
parent, your client's adult child, or your client's legal guardian. For complete details, contact Kentucky
Access Customer Service, toll-free, at 1-866-405-6145 (TTY 1-800-313-4750). "
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Q33.

Will an individual who is an "eIigible individual" (as defined by HIPAA: the Health Insurance

Portability and Accountability Act of 1996) be eligible for Kentucky Access if he or she is
eligible to purchase an individual policy that is substantially similar to Kentucky Access but

chooses not to purchase the policy?-

Yes. Under this circumstance, your client is stil eligible for Kentucky Access even if he or she is
eligible to purchase a substantially similar individual policy as long as he or she does not purchase the
individual policy and he or she is not covered by a substantially similar individual policy.

Will a HIPAA eligible individual be denied eligibility ‘for Kentucky Access if the 30-day period
for submitting additional requested information expires before the individual incurs a 63-day
(“significant break in coverage") break in coverage?

No. If your client is a HIPAA eligible individual, he or she will be allowed to submit the additional
requested information beyond the 30-day period without submitting a new application if the 63-day
period has not expired. If the 63-day period has expired, your client will no longer be a HIPAA eligible
individual and will be required-to submit a new, completed application. .

How can an individual certify that he or she has "exhausted benefits under COBRA™ if COBRA
was not offered to the individual? :

The fact that your client was not offered benefits under COBRA satisfies the requirement that he or
she is not currently eligible for nor currently receiving benefits under COBRA. Thus, your client may
certify that he or she has "exhausted benefits under COBRA'", and he or she will be considered

federally eligible according to HIPAA.

ls'any other evidence of creditable coverage permissible other than Certificates of Creditable
Coverage?

Yes. As the Kentucky Access application informs, your client may provide a *Certificate of C.reditable

Coverage provided by the previous insurance carrier / employer,” or your client may submit "other
evidence of medical coverage." This other evidence may include payment receipts, letters from
insurers, or any other documentation that furnishes adequate verification of your client's prior

insurance ‘status.

For complete details, contact Kentucky Access Customer Service, toll free, at 1—866-405-
6145 (TTY 1-800-313-4750).
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For Immediate Release’

FREE PRESCRIPTION DRUG CARD LAUNCHED IN KENTUCKY
Kentucky Rx Card will Provide Prescription Assistance to All Residents

Louisville, KY —A new statewide discount drug card program called the Kentucky Rx Card is

being launched today. The program, which is free to all residents of the Commonwealth, will .
provide savings of up to 75% on prescription drugs (savings should average roughly 30%). This

program has no restrictions to membership, no income requirements, no age limitations and no

applications to fill out. Kentucky Rx Card is accepted at over 50 ;000 pharmacy locations across

the country.

Kentuckians can download a “FREE” card by visiting WWW KENTUCKYRXCARD.COM.
Anyone not able to access the website, or otherwise obtain a member card from various
distribution sites, can simply visit any CVS/pharmacy or Kmart location in Kentucky and ask the
pharmacy to have their prescription processed through the Kentucky Rx Card program.

Kentucky Rx Card was launched to help the uninsured and underinsured residents of Kentucky
afford their prescription medications. However, the program can also be used by people who
have health insurance coverage with no prescription benefits, which is common in many health
savings accounts (HSA) and high deductible health plans. Additionally, people who have
prescription coverage can use this program for non-formulary or non-covered medications.

"The Kentucky Rx Card is a solution to the confusing maze of discount prescription programs that
have appeared in recent years. Many of these programs only cover certain drugs, charge fees, and
some have membership restrictions such as age and income limitations. Kentucky residents can
download a free card, search drug pricing, and locate participating pharmacies at
WWW.KENTUCKYRXCARD.COM. |

_ For more information, press only:

Richard McQuerry

Program Director

Kentucky Rx Card

E-maill: richard@kentuckyrxcard.com

Phone: (859) 333-7724

Interview requests and questions requiring immediate response during the launch of the
program should be sent to media@kentuckyrxcard.com.
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United Networks Rx Card

Page 1 of 2 |

KENTUCKYLE;CARD
WY BN TLETKY 1\{;{}; [BRUREE]
Member:
ID Number:
Program:
RxBIN:
RxXGrp: ' :
Note: Everyone is eligible for this program. There are no age
or income restrictions. Each family member must have his/her
own card. If you can't print a card have your pharmacy call

the Pharmacy Help Line and we will help them process your
prescription.

THIS PROGRAM IS NOT INSURANCE
THIS PROGRAM IS A POINT OF SALE DISCOUNT PLAN

INSTRUCTIONS This card is pre-activated and can be used
immediately. Simply print this card and take to any
participating pharmacy to receive a discount, You can
search pharmacy, pricing information, and FAQ's on the
website. We are restricted from disclosing drug pricing over
the phone. .

Customer Sérvice (TOLL FREE) 800-726-4232

ATTENTION PHARMACIST If you need help processing a
prescription call our Pharmacy Help Line at
Pharmacy Help Line (TOLL FREE) 877-321-6755.

PROGRAM POWERED BY:

United Networks T
T o UNAR Card

it e, e A

® Copyright 2010 United Networks of América

IMPORTANT: P

RINT CARD. YOU WILL NEED TO BRING THIS CARD TO THE PHARMACY WITH YOUR

) PRESCRIPTION.
 $25 DOLLAR ' $25 Prescrip
AR e GLASSES WWW.25DOLLAREYEGLASSES.NET  £0 1 oo
\ProSmile” . 7eeTH WHITENING  WWW.PROSMILEUSA.COM Save 70%
D vamyessianenin  VITAMINS WWW.VITAMINSAVINGSPLAN.COM ~ Save 40%
,%%%?%ﬂ%laﬂ DIABETIC SUPPLIES WWW.DIABETICSAVINGSPLAN.COM  Save 50%
aaiSf Tt - LASIKSURGERY  1-888-733-6695 Save 40% tc

Profereed LASES Pricing

. m 0,
UngiosPishestafigenit  DENTAL PLANS WWW. CHOICEPLUSDENTALPLANS. COM S8 30%
SDtita . UNA30)

. 5. HEARING AIDS WWW.USHEARINGPLAN,COM Save up to
pu

"_‘ x‘}__ =
BHHEARINGPLANLOWM
Mortgageli’ayment Assistance (888)

447-8752 Free Consultation

Falling behind on your mortgage payments? Call our housing counselors to discuss your options,

Free Consultation

Eree Bankruptcy Advice (888) 665-1064
If your financlal situation has become unbearable call for a
“Debt Relief Hotline (888) 784-2792 Free Consultation

Struggling with credit card debt? This agency will contact creditors,

Tax Relief Hotline (888) 692-7108 Free Consultation

Do you owe money to the IRS? We are here to helpl Services inc

relief,

free conversat

reduce payments, Interest, and even principal amounts owed.

(«

5

jon to discuss whether debt relief under bankruptcy Is you

lude: offers in compromise, payment plans, Innocent spouse relief,







Patients can determine which programs Caregivers can help patlents determine Doctors can research avai

they may be eligible for by answering which programs may be available and assistance programs, print
guestions and using the online .- : assist patient$ in answering questions your practice, and fill out fc
applicatior wizard. and filling out forms with the online patients with the online ap)

applic_ations wizard, wizard.

rescription G
a 2 TG & S OSSRV MY
PR TR U= LN =3

Find Your State: .

L [-SelectaState- @

’Humanitarian, Author, Talk Show Host Montel. ’
Williams To Help Educate Americans About Drug

: Assistance Programs ,J‘
: . E
Montel Williams, an Emmy-winning syndicated talk show host, author and motivational : =
speaker, has been named the national spokesman of the Partnership for Prescription
Assistance (PPA), a patient assistance program clearinghouse launched last April. Pariner Spotlight:
Since then, the PPA has matched more than 1.2 million Americans to public and ' : .
private patient assistance programs that may provide them with free or nearly free Alfiance for Aging Research
medicines. Read more : : ' S :
r ! g :
i - The Alliance for Aging Resea

3 ) v s ! . s -, rivate, not-for-profit Alliance

@ What is the mrﬁﬁmﬁfﬂ for P rﬁ?ﬁ"ﬁpﬁﬂﬂ ASSM&&E&?J . [e{esearch is the nation's Jead

' : ’ advocacy organization for im|
health and independence. of /
they age. The Alliarice was fc
1986 to promote medical and
research into the aging proce
then, and as the explosion of
Boom approaches, the Allian
become the voice for Baby B

- by developing, implementing
advocating programs in resez -
professional and consumer h

The Partnership for Prescription Assistance brings together America’s pharmaceutical
companies, doctors, other health care providers, patient advocacy organizations and
community groups to help qualifying patients who lack prescription coverage get the
medicines they need through the public or private program that's right for them. Many will
gef them free or nearly free. Its mission Is to increase awareness of patient assistance
programs and boost enroliment of those who are eligible. Through this site, the
Partnership for Prescription Assistance offers a singie point of access to more than 475
public and private patient assistance programs, including more than 150 programs offered

. by pharmaceutical companies. To access the Partnership for Prescription Assistance by -
phone, you can call toll-free, 1-888-4PPA-NOW (1 -888-477-2669).
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,:Kentucky AIDS Patient Assistance Pfogram

Company
Kentucky

Contact Information
HIV-AIDS Program
Department Of Health Sevices -
275 East Main Strest, HS2C-A
Frankfort, KY 40621-0001
1-(800) 221-0446 (phone)

Product(s) covered by program:
3TC
Agenerase®
AZT
Bactrim - . .
Biaxin® Filmtab :
- Biaxin® Granules
" Biaxin® XL Filmtab
" Cipro
Cleocin
" Combivir®
Crixivan
d4T
ddC,
ddl
DDS
Difiucan®
Emitriva
Epivir®
Fortovase
HIVID
Hydrea
Imodium
INH

invirase ‘ ‘ ,
s
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Kaletra® Oral Solution
Lexiva®
Megace .
Microsulfon
Myambutol
Mycelex®
Mycobutin®
Mycoétaﬁn
Nizoral®
Norvir® Oral Solution
Norvir® Soft Gelatin Capsules

. Phenergan Suppositories .
Phenergan Tablets s -
Primaquine Phosphate

" Proloprim

Protonix Tablets
Rescriptor®
Retrovir®
Reyataz _ ,
RIF
Rifampicin

. Rifidin
Rimactane
Septra

Sporanox® -

Sustiva

Trizivir®

Valeyte

Videx

Viracept® .

Viramune

Wellcovorin _

Zerit ' .
Ziagen® '
Zithromax®

Zovirax®

Eligibility:

ATTENTION: YOU MUST BE HIV POSITIVE TO BE ELIGIBLE FOR THIS PROGRAM.

- must be a resident of Kentucky
- must be HIV+

" - must iack a third party payer
- income must be at or below 300% of the federal poverty level

- his/her cash assets must be ,Iejés than $10,000°

Other Informatnon -
The applicant must provide HlV+ status with appropnate documentatlon mcludlng CD4 T - cell count and viral load.

https //WWW pparx org/V 1eWPro gramDetalls php?program 1d—5 54
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If you have any further questions please contact the HIvV Serv:

ces Program: Administratoré, Laurel Walls or Vicki Johnson, &
564-6539 or (800) 420-7431 (vonce/TTY) '

Click here to visit the program’s web site,

g@ 2006 ' ! ,
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Anocther way 1o help you get more for your
money...with a 80 day supply and more
generic medications addsd to the listil]

Can't find your medication on this list? Please consult your Kroger Pharmacy.

' 30-Day Quantity
A
BENZONATATE CAP 100MG 14
A oo o0t 5 BENZOYL PEROXIDE 4% CREAMY WASH * 170
ACYCLOVIR CAP 200MG 30 BENZTROPINE MES TAB 2MG © 30
ALBUTEROL INH SOL 0,083% * 75 BETAMETH DIP CRM 0.05% 15
ALBUTEROL SOL D.5% 2 BETAMETH DIP CRM 0.05% 45
ALBUTEROL SYRLP 120 . BETAMETH VAL CRM 0.1%. 15
ALBUTEROL TAB 2MG % BETAMETH VAL CRM 0.1% 4
ALBUTEROL TAB 4MG 60 New BETAMETH VAL OINT 0.1% 15
AU.OPURINOL TAB 100MG 30 BETAMETH VAL OINT 0.1% 45
ALLOPURINOL TAB 300M@ 30 BISOPROLOLHCTZ TAB 2.5MG 30
AMILORIDE/HCTZ TAB 550 %0 BISOPROLOLHCTZ TAB 5MG .
AMITRIPTYLINE TAB' 10MG %0 BISOPROLOLIHCTZ TAB 10MG + 30
AMTRIPTYLINE TAB 25MG 60 BUMETANIDE TAB 0.5MG 0
AMITRIPTYLINE TAB 50MG * 60 BUMETANIDE TAB MG 30
AMITRIPTYUNE TAB 75MG 30 BUSPIRONE TAB 5MG 60
- AMITRIPTYLINE TAB 100M3 30, BUSPIRONE TAB 10MG * 680
AMOXICILLIN CAP 250MG 0 . :
AMOXICILLIN CAP 500MG 30 c
AMOXICILLIN SUSP 125MG 80 . "
AMOXICILLIN SUSP 125MG 100 CAPTOPRIL TAB 12.5MG o
AMOXICILLIN SUSP 125MG 150 CAPTOPRIL TAB 25MG "
AMOXICILLIN SUSP 200MG 50 CAPTOPRIL TAS SOMG
AVMOXIGILLIN SUSP 200MG * 100 CARBAMAZEPINE TAB 200MG * 100
; " CARVEDILOL TAB 3.125MG 60
AMOXICILLIN SUSP 250MG .80 CARVEDIL
CARVEDILOL TAB 6.25MG: 60
AMOXICILLIN SUSP 250MG 100 -
CARVEDILOL TAB 12.5MG 60
AMOXICILLIN SUSP 250MG 150 .
CARVEDILOL TAB 25MG * 60
AMOXICILLIN SUSP 400MG 50 .
\ | CEPHALEXIN CAP 250MG 40
AMOXIGILLIN SUSP 400MG o CEPHALEXIN CAP 500MG 40
AMOXICILLIN SUSP 400MG * 100 CERON DROP ~ * a0
ANUCORT-HC SUPP 25MG 12 CERON.DM SYRP * o0
ATENOLOLICHLRTHAL TAB 50-25 30 o
CHLORHEXIDINE RNSE 0.12% 473
ATENOLOLICHLRTHAL TAB 100-25 30 . :
‘ CHLORPROPAMIDE TAB 100MG 30
ATENOLOL TAB 25MG 30 - ‘ ,
~  CHLORTHALIDONE TAB 25MG 30
ATENOLOL TAB 50MG 30
CHLORTHALIDONE TAB 50MG 20
ATENOLOL TAB 100MG 30 . .
ATROPINE SUL OFT SOL 1% .  CIMETIDINE TAB 800MG 30
ek CIPROFLOXACIN TAB 250MG 20
B CIPROFLOXACIN TAB 500MG 20
, ‘ CITALOPRAM TAB 20MG 30
BACTRACIN OPT OINT 35 CITALOPRAM TAB 40MG 30
BACLOFEN TAB 10MG 60- CLONIDINE TAB 0.1MG 30
BELLADONNA ALK W/PB TAB 60 CLONIDINE TAB 0.2MG 0 .
BENAZEPRIL TAB 5MG 20 COLCHICINE TAB 0.6MG 30
BENAZEPRIL TAB 10MG" £ 30 CYCLOBENZAPRINE TAB 5MG 30
BENAZEPRIL TAB 20MG 0 CYCLOBENZAPRINE TAB 10M 30
20 CYTRA-2 SOL : 473

BENAZEPRIL TAB 40MG

£

" 30-Day Quantity

Nat all generic prescriptions are included in this program. Ask your prescriber to recormmend a generic alternafive fo your current medication. The fist of generic prescripfions Is subject fo change. To qualify
orogram price, new prescriptions mist be ordered in person, refills may be ordered on-line or by telephone. Medicafion pricing listed is inclusive of all discounts. Presciiptions must be picked up at the

wore to be eligible for the program price. $4 Program covers up fo a 30-day supply of eligible drugs at commonly prescribed dosages. $10 Program covers a 90-day supply of eligible

drugs at commonly prescribed dosages. We reserve the right to modiy or discontinue this program at any fime. ' : ' .

Offer not valid in Alaska.

2%

*Certain mezf{cations are priced highe( in California, Colorado, Montana and Wyoming due fo state faws.




Aﬁmber way fo émzp }f:;u ge'f more for yuur
money...wsfh a 80 day supply and more
generic medications added to the listll]

IBUPROFEN SUSP 100MG/BML *

" MAGNESIUM OXIDE TAB 400MG
MAG-SR TAB 64MG *

IBLIPROFEN TAB 4008G MEDROXYPROGST ACE TAB 2.5MG
IBUPROFEN TAB 600MG
' . MEDROXYPROGST ACE TAB 5MG
IBUPROFEN TAB 800MG
MEDROXYPROGST ACE TAB 10MG
INDAPAMIDE TAB 1.25MG e *
MEGESTROL TAB 20MG
INDAPAMIDE TAB 2.5MG
- MELOXICAM TAB 7.5MG
INDOMETHACIN CAP 25MG *
MELGXICAM TAB 15MG
IPRATROPIUM SOL .02% UDV * *
METFORMIN ER TAB 500MG
ISONIAZID TAB 300MG METFORMIN TAB 500MG
ISOSORBID MON ER TAB 30MG ’ METFORMIN TAB 850MG
ISOSORBID MON ER TAB 60MG METFORMIN TAB 1000MG *
K METHYLDOPA TAB 250MG *
| - METHYLDOPA TAB 500MG *
KLOR-CON 10 SR TAB 10MEQ METHYLPREDNISOLONE DSPK TAB 4MG
KLOR-CONM10TAB METOCLOPRAMIDE TAB 10MG
L METOPROLOL TART TAB 25MG
METOPROLOL TART TAB 50MG
L EVOBUNOLOL OPT 0.5% - METOPROLOL TART TAB 100MG *
LEVOTHYROXINE TAB 25MCG METRONIDAZOLE TAB 250MG
LEVOTHYROXINE TAB 50MCG. METRONIDAZOLE TAB 500MG
LEVOTHYROXINE TAB 75MCG _
. LEVOTHYROXINE TAB 83MCG N
LEVOTHYROXINE TAB 100MCG NADOLOL TAB 20MG
LEVOTHYROXINE TAB 112 MCG NADOLOL TAB 40MG .
LEVOTHYROXINE TAB 125MCG NAPROXEN TAB 375MG *
LEVOTHYROXINE TAB 137MCG ‘ NAPROXEN TAB 500MG *
LEVOTHYROXINE TAB 150MCG NATALCARE PIC TAB*-
LEVOTHYROXINE TAB 175MCG * NATALCARE PLUS TAB *
LEVOTHYROXINE TAB 200MCG * NEOG/POLY/DEX OPT OINT .1%
UDOCAINE VISCOUS SOL 2% ! NEO/POLY/DEX OPT SUSP .1%
LISINOPRILHCTZ TAB 1012.5 NITROQUICK SL. TAB 0.3MG *
LISINOPRILHCTZ TAB 201125 * 'NITROQUICK SL TAB 0.4MG *
LISINOPRILHCTZ TAB 20/25 * NORTRIPTYLINE CAP 10MG
LISINOPRIL TAB 2.5MG NORTRIPTYLINE CAP 25MG
LISINGPRIL TAB 5MG NYSTATIN CRM
LISINOPRIL TAB 10MG . NYSTATIN CRM
LISINOPRIL TAB 20MG ) NYSTATIN OINT
LITHIUM CARB CAP 300MG * NYSTATIN OINT
LORATADINE TAB 10MG NYSTATINTRIAMCNLON OINT
LOVASTATIN TAB 10MG * . NYSTATINTRIAMCNLON CRM
New LOVASTATIN TAB 20MG * 30 NYSTATIN/TRIAMCNLON CRM

Not all generic prescriptions are included In this program. Ask your prescriber to recommend a ‘genen'c alfernative to your current medication. The fist of generic prescriptions is subjectfo change. To qualiy
for program price, new prescriptions must be ordered in person, refills may be ordered on-fine or by telephane. Medicalion pricing fisted Is inclusive of all discounts. Prescriptions must be picked up at the

suaswy

[ )
[$4]

store fo. be efigible for the program price. $4 Pm_(}ram covers up to a 30-day supply of eligible drugs af cormmonly prescribed dosages. $10 Program covers a 90-day supply of eligible
drugs at commonly presmbed dosages. We reserve the right o modify or d di sconﬁnue this program at any time. . .

“Certaln medications are priced higher in Cafrforn/a, Co!orado Montana and Wyomlng due fo stafe Iaw& O/fer no! validin Alaska
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Ancther way to help you get more for your
; money...with a 90 day supply and more
generic medications added to the fistil!

Can't find your medication on this list? Please consult your Kroger Pharmacy.

30-Day Quantity »
W :
WARFARIN SODIUM TAB MG 30
WARFARIN SODIUM TAB 2MG 30
WARFARIN SODIUM TAB 2.5MG 30
WARFARIN SODIUM TAB 3M3 30
WARFARIN SODIUMTAB 4MG ~ . 30
WARFARIN SODIUM TAB 5MG * ' 30
WARFARIN SODIUM TAB 6MG . 30
WARFARIN SODIUMTAB 7.5MG 30
WARFARIN SODIUM TAB 10MG ‘ 30
‘Women's Health Category $9
Az ALENDRONATE SOD TAB 35MG : 4 2
A ALENDRONATE SOD TAB 70MG 4
CLOMIPHENE CIT TAB 50MG * ' - 5
" Mew ESTESTROGENMETHYUTESTHS 30
New EST ESTROGEN/METHYL/TEST DS - 30
SPRINTEC TAB 0.25/0.035* 28
My TAMOXIFEN TAB 10MG 80
Adzw TAMOXIFEN TAB 20MG 30
RINESSA 28 TAB* . 28

Not all generic prescripfions are included in this program. Ask your prescriberto recommend a generic alternative to your current medication. The list of generic prescriptions is subject to change. To qualify
for program price, new.prescriptions must he ordered in person, refills may be ordered on-fine or by telephone. Medication pricing listed is Inclusive of alt discounts, Prescripfions must be picked up at the '
store to be eligible for the program price. $4 Program covers up to a 30-day supply of ellgrble drugs at commonly prescribed dosages. $10 Program covers a 90-day supply of efigible -

" ~«gs at commonly prescribed dosages. We reserve the right fo modfy or discontinue this program at any fime.

*Certain medications are priced higher in California, Colorado, Montane and Wyoming due fo stale faws Offer not véﬁd in Alaska.
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WAL*MART

Saws monwey, Live battes, -

Ceron DM syrp 120ml 360mi
Ceron drops* 30mi - 90mi
-Dec-Chlorphen drops* 30mi 90m!
Dec-Chiorphen DM syrup* R 118ml 354ml
Loratadine 10mg tab ’ 30 S0
Promethazine DM syrup 120m! 360mi
120mi 360m{

Trivent DPC syrup*

et

Amoxiclllin 125mg/5mi suspension 80mi 240ml
Amaxicillin 125mg/5m! suspension : ' 100mi 300ml
Amaoxidiliin 125mg/5ml suspension 150ml 450ml
Amoxicillin 200mg/5mi suspenslon 50mt 150mi
Amoxiclliin 200mg/5mi suspension* 75ml 225ml
Amoxiciliin 200mg/5ml suspension* 100mi 300mi,
Amoxicillin 250mg/5ml suspension 80mi 240ml
Amaoxicillin 250mg/5ml suspengion - 10oml *  300mi
Amoxiciliin 250mg/5ml suspension 150mi 450m)
Amoxicillin 400mg/5ml suspension .50m| 150mi
Amoxicillin 400mg/5mi suspension* 75mi 225m}
Amoxicillin 400mg/5ml suspension* 100ml . 300m!
Amoxicillin 250mg cap 30 90
Amoxicillin 500mg cap 30 o0
Amoxil 50mg/m! drops* 30ml 90ml
Cephalexin 250mg cap ' 28 84

. Cephalexin 500mg cap ) © 30 90
Ciprofioxacin 250mg tab 14 42
Ciprofioxacin 500mg tab 20- 60
Doxycyc‘line Hyclate 50mg cap . 30 90
Doxycycline Hyclate 100mg tab 20 60
Erythrocin 250mg tab* 40 N/A
Erythromycin EC 250mg cap* : 28 84
Metronidazole 250mg tab 28 | o84’
Metronidazole 500mg tab 14 42
Penicillin VK 125mg/5ml suspension 200m! 600ml
Penicillin VK 250mg/5m! suspension 100m! 300mi
Peniciliin VK 250mg tab : 28 84
SMZ-‘TMP 400mg-80mg tab 28 84 -
SMZ-TMP DS 8 00rng-160mg tab 20 60
SMZ-TMP 200mg-40mg/5ml susp. 120mi 360ml
Tetracycline 250mg cap o 60 180
Tetracycline 500mg cap ~ 60 180

Allopurinol 100mg tab 30
Allopirinol 300mg tab ' )

$4 Prescription Program
May 5, 2008

Baclofen 10mg tab 30 80
Colchicine 0.6mg tab 30 90
Cyclobenzaprine 5mg tab 30 90 -
Cyclobenzaprine 10mg tab 30 380
Dexamethasone 0.5mg tab 30 90
Dexamethasone 0.75mg tab 12 36
Dexamethasone 4mg tab ' 6 18
Diclofenac DR 75mg tab 60 180
Ibuprofen 100mg/5mi suspension* 120mt 3Sle
Ibuprofen 400mg tab S0 270
Ibuprofen 600mg tab 60 180
Ibuprofen 800mg tab 30 90
Indomethacin 25mg tab* 60 180
Meloxicam 7.5mg tab 30 90
Meioxicam 15mg tab 30 90
Naproxen 375mg tab* 60 ' 180
Naproxen 500mg tab* 60 180
Piroxicam 20mg cap 30 a0

Salsalate 500mg tab

Albuterol 2mg tab
Albuterol 4mg &b 60 180
Albuterol 2mg/5ml syrup 120m! 360ml
Albuterol 0.5% nebulizer solution 20mi 60mi
Albuteral 0.083% neb, Solution* » 75mi 225ml
’ (25 vials) (75 viais)

Ipratropium 0.02% neb. sol'n* 75mi 225ml

. (25 vials) {75vials)

£ s 22 A%
Lovastatin 10mg tab - 30 90
Lovastatin 20mg tab* - 30 a0
Pravastatin.10mg tab ’ 30 90
Pravastatin 20mg tab 30 90

30 90

Pravastatin 40mg tab*

Chlorpropamide 100mg tab* © a0 90"
Glimeplride 1mg tab ' 30 90
Glimepiride 2mg tab 30 90
Ggmeplride 4mg tab 30 90
Glipizide 5mg tab 30 90 .
Glipizide 10mg tab* : 60 180
Glyburide 2.5mg tab 30 S0
Glyburide 5mg tab (blue) 30 90
Glyburide 8mg tab (green) 30 90

30 go

Glyburide, micronized 3mg tab

$4 Program covers up toa 30-d;1y supply of eligible drugs at commonly prescribed dosages. $10 Program covers a 90-day supply of eligible drugs at commonly prescribed

dosages. Prices for less than a 90-day supply are prorated based on $4 Program price, not to exceed §$10.
Prices for more than a S0~day supply are prorated based on $10 Program price. Physician permission may be required to change 30-day prescription to 90-day prescription. Not

all drugs eligible for $4 Program are eligible for $10 Program. Certain plans, including government-funded programs, may not cover a 90-day supply.

Prescription Program available at all Wal-Mart, Sam's Club & Neighborhood Markets except in ND. Only eligible drugs are covered.
List may change and vary by state. Prescriptions must initially be filled in pexson. Refills must be pickéd up in store. No substitutions or mail orders. Prices

may be higher in

same states. Certain plans may entitle you to pay less. See Walmart.com or pharmacist for details.

*'These drugs may be priced higher in CA, CO, HI, MN, MT, PA, TN, WI, WY.




WAL-MART

Warfarin 2mg tab

' $4 Prescription Program

Save money. Live bettac ~ May 5,2008
Warfarin 2.5mg tab 30 90
% Warfarin 3mg tab 30 920
w3 A A Warfarin 4mg tab 30 90
Furosemide 20mg tab 30 90 Warfarin 5mg tab* 30 90
Furosemide 40mg tab . 30 90 MWarfarin 6mg tab 30 90
Furesemide B0mg tab 30 90 ‘Warfarin 7.5mg tab 30 90
Guanfacine 1mg tab 30 S0 Warfarin 10mg tab 30 90
Hydralazine 10mg tab 30 90
Hydralazine 25mg tab 30 90
Hydrachiorothlazide(HCTZ)12.5mg cap* 30 90
Hydrochlorothiazide (HCTZ) 25mg tab 30 90 % 2
Hydrochiorothiazide (HCTZ) 50mg tab 30 90 Amitriptyline 10mg tab 30 'S0
Indapamide 1.25mg tab 30 90 Amitriptyline 25mg tab 30 20
Indapamide 2.5mg tab 30 90 Amitriptyline 50mg tab - 30 90
Isasorbide MononitrateER 30mg ertab 30 90 ‘Amitriptyline 75mg tab 30 90
Isosorbide MononitrateER 60mg ertab 30 90 Amitriptyline 100mg tab 30 90
Lisinopril-HCTZ 10mg-12.5mg tab 30 90 Benztropine 2mg tab 30 20
Uisinopril-HCTZ 20mg~12.5mg tab* 30 90 Buspirone 5mg tab 60 180
Listnoprit-HCTZ 20rng-25mg tab* 30 90 Busplrone 10mg tab** 60 180
Ustnopril 2.5mg tab 30 90 Carbamazepine 200mg tab* 60 180
Lisinopril 5mg tab 30 90 Cltalopram 20mg tab 30. 90
Lisinopril 10mg tab 30 90 Citalopram 40mg tab 30 90
Lisinopril 20mg tab 30 90 Doxepin HCL 10mg cap 30° a0
Methyldopa 250mg tab* - .60 180 Doxepin HCL 25mg cap 30 ElY
Methyidopa 500mg tab* 30 90 Doxepin HCL 50mg cap 30 90
Metoprolol Tartrate 25mg tab 60 180 Doxepin HCL 75mg cap 30 90
Metoprolo! Tartrate 50mg tab 60 180 Doxepin HCL 100mg cap’ 30 90
Metoprolol Tartrate 100mg tab* 60 180 Fluoxetine 10mg tab* 30 90
Nadolol 20mg tab 30 90 Fluoxetine 10mg cap 30 90
Nadolol 40mg tab’ 30 90 Fluoxetine 20mg cap’ 30 S0
Nitroquick 0.3mg sublingual tab* 100 300 Fiuoxetine 40mg cap: 30 90
Nitroquick 0.4mg sublingual tab* 100 300 Fluphenazine 1mg tab 30 80
Pindolo! 5mg tab 30 90 Haloperido! 0.5mg tab 30 S0
pindolol 10mg tab 30 90 | Halopéridol img tab 30 90
Prazesin HCL 1mg cap 30 80 Haloperidol 2mg tab .30 90
Prazosin HCL 2mg cap 30 - 90 Halope.rldol Smg tab 30 90
Prazosin HCL 5mg cap - 30 90 Lithlum Carbonate 300mg cap* 90 . 270
Propranolo! 10mg tab . 60 180 Nortriptyline 10mg cap 30 90
Propranoio! 20mg tab - 60 180 Nortriptyline 25mg cap " 30 90
Propranolol 40mg tab 60 180 Paroxetine 10mg tab* - 30 90
propranolo! 80mg tab 60 180 Paroxetine 20mg tab* . 30 90
. Sotalol HCL 80mg tab* 30 90 Prochlorperazine 10mg tab 30 90
Spironolactone 25mg tab* 30 90 Thioridazine 25mg tab - 30 90
Terazosin img cap 30 90 Thiaridazine 50mg tab 30 90
Terazosin 2mg cap 30 90 Thiothixene 2mg cap 30 S0
Terazosin Smg cap 30 90 Trazodone 50mg tab 30 S0
Terazosin 10mg cap 30 g0 Trazodone 100mg tab 30 904
Triamterene-HCTZ 37.5mg-25mg cap & tab 30 90 ~ Trazodone 150mg tab 30 90
Triamterene-HCTZ 75mg-50mg tab 30 90 Trihexyphenidyl 2mg tab 60 180
Verapamil 80mg tab 30 =l¢]
Verapamil 120mg tab 30 90
W_arfarln img tab 30 90
30. S0

$4 Program covers up toa 30-day supply of eligible drugs at commonly prescribed dosaée& $10 Program covers a 90-day supply of eligible drugs at commonly prescribed

dosages. Prices for less than 2 90-day supply are prorated based on $4 Program price, not o exceed $10. , L -
Prices for more than a 90-day supply are prorated based on $10 Program price. Physician permission may be required to change 30-day prescription to 90-day prescription. Not
all drugs eligible for $4 Program are eligible for $10 Program. Certain plans, including govemnment-furided programs, may not cover a 90-day supply.

Prescription Program available at all Wal-Mart, Sam's Club & Neighborhoud Markets except in ND. Orly eligible drugs are covered. ) : .
List may change and vary by state. Prescriptions must initially be filled in person. Refills must be picked up in store. No substitutions or mail orders. Prices may be higher in
some states. Certain plans may entitie you to pay less. See Walmart.com or pharmacist for details. Co ' .

‘*'Thmg drugs may b_e priced higher in CA, CO, HI, MN, MT, PA, TN, WL WY. ; ;
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WHAT YOU SHOULD KNOW ABOUT HIV & AIDS

WHAT IS AIDS?.

AIDS is the Acquired Immune Deficiency Syndrome a serious illness that ‘makes the body unable to ﬁght
infection. A person with AIDS is susceptible to certain infections and cancers. When a person with AIDS cannot |
~fight off infections, this person becgmes ill. These infections can eventually kill a person with AIDS.

WHAT CAUSES AIDS?

The human lmmunodeﬁCIency virus (HIV) causes AIDS. Early diagnosis of HIV infection is |mportant’ Ifyou
have been told that you have HIV, you should get prorpt medical treatment. In many cases, early treatment can
enhance a person’s ability to remain healthy as long as possible. Your doctor will help you determine the best
treatment for you. Free anonymous and confidential testing with counseling is available at every health
department in Kentucky. After being infected with HIV, it takes between two weeks 1o six months before the test:
can detect the antrbodles to the virus.

HOW IS THE HIV VIRUS SPREAD?

Sexual contact (oral, anal, or vaginal lntercourse) thh an infected person when blood, pre—ejaculatory fluid,
semen or cervicalfvaginal secretions are exchanged.

Sharing syringes, needles, cotton, cookers and other drug~lnjec’ung equipment with someone who is infected.
Receiving contaminated blood ‘or blood products {very unlikely now because blood used in transfusions has
been tested for HIV antibodies since 1985) : i

An infected mother passing HIV to her unborn child before or during chiidbirth, and through breast feeding.
Receipt of transplant, tissue/organs, or artificial insémination from an infected donor.

Needle stick or other sharps injury in a health care setting involving an infected person. infections sometimes
can be prevented by taking post-exposure prophylaxis anti-retroviral drugs. Strict adherence to universal
prec:autlons is the best way to prevent exposures.

YOU CANNOT GET HIV THROUGH CASUAL CONTACT SUCH AS:

Sharing food, utensils, or. plates
* Touching someone who is infected with HIV
Hugging or shaking hands -
Donating blood or plasma (this has NEVER been a risk for contractmg HIV)
Using pubhc rest rooms _
Being bitten by mosquitoes or other insects
Using tanning beds

203030 Dado o

2000030 DQ oI

HOW CAN | PREVENT AIDS?

R Do not share needles or other drug paraphernalia.
Do not have sexual intercourse except with a monogamous pariner whom you know is not infected and who
is not sharing needles. If you choose fo have sex with anyone else, Use latex condoms (rubbers), female
-condoms or dental dams, and water based lubricant every time you have sex.

£ Educate yourself and others about HIV infection and AlDS. ¥

'WOMEN AND HIV/AIDS |
For females, the majority of AIDS cases in Kentucky are identified as heterosexual, and injection drug users.

All pregnant women should have blood tests to check for HIV infection. .
X Mothers can pass HIV infection to their babies during pregnancy, labor and delivery, and by breastfeedmg

with cracked nipples.
Without treatment before birth, about 25% (1 out of 4) of the babies born to HIV infected women will get HIV.

R
& Medical treatment for the HIV infected woman during pregnancy, labor, and delivery can reduce the chance of
the baby getting HIV from its mother to less than 8% (1 out of 12). i
X An HIV infected mother should not breastfeed her _newbom baby.

. CHFS-EP}

08/2007
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IS TREATMENT AVAILABLE IF | ALREADY HAVE HIV/AIDS?

After being infected with HIV, it takes between two weeks and six months before the test can detect the HIV
virus. Early diagnosis of HIV infection is important! Free anonymous and confidential testing and counseling
is avallable at every health department in Kentucky. Testing requires drawing a small tube of blood from a vein
in your arm. Some health departments and community based organizations provide tests that only require
swabbing the mouth. If you have HIV, you should get-prompt medical treatment. in many cases, early treatment
can enhance a person's ability to remain healthy as long as possible. Your doctor will help you determine the

best treatment.

YOU SHOULD BE TESTED FOR HIV IF:

You have had sex with someone who has HIV or any sexually transmitted disease (STD)

You have shared needles or syringes with others
You have had unprotected sex or you have had sex with someone who has had unprotected sex

You have exchanged money or drugs for sex {male or female)

You have had sex with injecting drug user
You have had a blood transfusion between 1878 and 1985
You are a woman who is pregnant or desires to become pregnant

20 20 20 DA 20 a4 >o

: Remember: You can’t tell whether or not someone has HIV j

WHAT IS UNSAFE SEX?

£ Vaginal, anal, or oral sex without using a condom or dental dam

£ Sharing sex toys
& Contact with HIV infected blood, semen, or vaginal fluid

WHAT IS “SAFER” SEX? '

& Abstinence (not havmg sex of any kind)
£ Sex only with a person who does not have HIV, does not practice unsafe sex, or mject drugs

X Always use elther a male or female condom or dental dam with sex

HOW TO USE A LATEX CONDOM

1. Use a new latex condom every time you have SEex.
2. The condom should be rolled onto the erect (hard) penis, pinching % inch at the tip of the condom to hold the

ejaculation (semen) fluid. Air bubbles should be smoothed out.
3. Use plenty of WATER-BASED lubricants such as K-Y Jelly, including a drop or two inside the condom
before and during intercourse. DO NOT USE oil-based lubncants such as petroleum jelly, lofions, grease,
mineral oil, vegetable oil, Crisco, or cold cream.
After ejaculating, withdraw the penis holding the condom at the base so it will not slip off.
Throw away the used condom into a garbage can and wash hands. ,

4.
5.

IF YOU NEED MORE INFORMATION CALL: T
Kentucky HIV/AIDS Program  1-800-420-7431 or 502-564-6539 FHucky
The Natlonal AIDS Hotlme 1-800-232-4636 (800-CDC-INFO)

1-888-232-6348 TTY

Your local health department‘s HIV/AIDS Coordinator

CHFS-EPI
08/2007
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LIVING WILLS IN KENTUCKY

A Living Will gives you a voice in decisions about your medical care when you are
unconscious or too ill to communicate. As long as you are able to express your own
" decisions, your Living Will will not be used and you can accept or refuse any medical’
treatment. But if you become seriously ill, you may lose the ability to participate in
decisions about your own treatment. .

You have the right to make decisions about ybur health care.

No health care may be given to you over your objection, and

necessary health care may. not be stopped or W|thheld if you
object.

The Kentucky Living Will Directive Act of 1994 was passed to ensure that citizens have
the right to make decisions regarding their own medical care, including the right to
accept or refuse treatment. This right to decide -- to say yes or no to proposed
treatment -- applies to treatments that extend life, like a breathing machine or a feeding
tube.

In Kentucky a Living Will allows you to Ieave instructions ln four critical
areas. You can: :

+ Designate a Health Care Surrogate

+ Refuse or request life prolonging treatment

» Refuse or request artificial feeding or hydration (tube feeding)

« Express your wishes regarding organ donation

Everyone age 18 or older can have a Living Will. The effectiveness of a Living Will is
suspended during pregnancy.

It is not necessary that you have an attorney draw up your Living Will. Kentucky law
(KRS 311.625) actually specifies the form you should fill out. You probably should see
an attorney if you make changes to the Living Will form. The law also prohibits
relatives, heirs, health care providers or guardians from witnessing the Will. You may
wish to use a Notary Public in lieu of withesses. :

The Living Will form includes two sections. The first section is the Health Care Surrogate
section which allows you to designate one or more persons, such as a family member or
close friend, to make health care decisions for you if you lose the ability to decide for
yourself. The second section is the Living Will section in which you may make your
wishes known regarding life-prolonging treatment so your Health Care Surrogate or
Doctor will know what you want them to do.. You can also decide whether to donate
any of your organs in the event of your death.

When choosing a sufrogate, remember that the person you name will have the power to
make important treatment decisions, even if other people close to you might urge a
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different decision. Choose the person best qualified to be your health care surrogate. -
Also, consider picking a back-up person, in case your first choice isn't available when -
needed. Be sure to tell the person that you have named them a surrogate and make
sure that the person understands what's most important to you. Your wishes should be
‘Jaid out specifically in the Living Will.

If you decide to make a Living Will, be sure to talk about it
with your family and your doctor. The conversation is just as
important as the document. -

A copy of any Living Will should be put in your medical records. Each time you are
admitted for an overnight stay in a hospital or nursing home, you will be asked whether
you have a Living Will. You are responsible for telling your hospital or nursing home
that you have a Living Will. :

If there is anything you do not understand regarding the form, you might want to
discuss it with an attorney. You can also ask your doctor to explain the medical issues.
When completing the form, you may complete all of the form, or only the parts you
want to use. You are not required by law to use these forms. Different forms, written
the way you want, may also be used. You should consult with an attorney for advice on

drafting your own forms.

You are not required to make a Living Will to receive healthcare or for any other reason.
The decision to make a Living Will must be your own personal decision and should only
be made after serious consideration. - -

For additional copiés of this packet, you may download it from the Attorney General’s
website at www.ag.ky.gov/livingwill or make photocopies of this packet.

"This packet Is provided to you by the Office of the Attorney General for informational purposes only.

The OAG does not discriminate on the basis of race, color, national origin, sex, refigion, age or disability in employment or
in the provision of services and provides upon request, reasonable accommodation necessary to afford individuals with
disabilities an equal opportunity to participate in all programs and activities. ’

Copies printed with state funds.
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" Instructions for completing the Kentucky Living Will form

The Living Will form shouid be used to let your physician and your family know what kind of
life—sustaining treatments you want to receive if you become terminally ill or permanently
unconscious and are unable to make your own decisions. This form should also be used if you
would like to designate someone to make those healthcare decisions for you should you become
unable to express your wishes.

NOTE: You may fill out all or part of the form according to your wishes. Keep in mind that filling
out this form is not required for any type of healthcare or any other reason. Filling out this form
should solely be a personal decision. .

1. Read over all information carefully before filling out any part of the form.
2. At the top of the form in the designated area, print your full name and birth date.

3. The first section of the form on page one relates to designating a *Health Care
Surrogate.” Fill this section out if you would like to choose someone to make your
healthcare decisions for you should you become unable to do so yourself. When choosing a
surrogate, remember that the person you name will have the power to make important
treatment decisions. Choose the person best qualified to be your health care surrogate.
Also, consider picking a back-up person, in case your first choice isn't available when needed.
Be sure to tell the person that you have named them a surrogate and make sure that the
person understands what's most important to you. Do not complete this section if you
do not wish to name a surrogate. '

4, The next section of the form is the “Living Will Directive.” Fill out this section to identify
what kinds of life-sustaining treatments you want to receive should you become termlnally ill
or permanently unconscious,

Life Prolonging Treatment :

Under this bolded section on page one, you may designate whether or not you wish to
receive treatment (such as a life support machine), and be permitted to die naturally,
with only the administration of medication or treatment deemed necessary to alleviate
pain, If you do not want treatment, except for pain, and would like to die naturally,
check and initial the first line. If you want life-sustaining treatment check and initial the
second line. Check and initial only one line.

Nourishment and/or Fluids -

Under this bolded ‘section on page two, you may designate whether or not you wish to
receive artificially provided food, water, or other artificially provided nourishment or fluids
(such as a feeding tube). If you do not want to receive artificial nourishment or fluids,
check and initial the first line. If you want to receive nourishment and/or fiuids, check -
and initial the second line. Check and initial only one line.

Surrogate Determination of Best Interest

Impartant. This section cannot be completed if you have completed the two
_previous bolded sections.

Under this bolded section on page two, IF you have designated a person as your
surrogate In the first section, you may allow that person to make decisions for you
regarding life-sustaining treatments and/or nourishment. Check and initial this line ONLY
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if you wish to allow your surrogate to make decisions for youand If you do not want to
detail your specific life-sustaining wishes on this form.
Organ/Tissue Donation :
Under this bolded section on page two, you may designate whether or not to donate
your all or any part of your body upon your death. If you wish to donate all or part of
your body, check and initial the first line. If you do not want to donate all or part of your
body, check and initial the second line. Check and initial only one line.

5. On page ;chree, you wil sign and date the form. Sign and date the farm in the presence of

two witnesses over the age of 18 OR in the presence of a Notary Public. .

The following people CANNGT be a witness to or serve as a notary public:
(a) A blood relative of yours; ‘
(b) A person who is going to inherit your property under Kentucky law;
(c) An employee of a health care facility in which you are a patient (unless the
employee serves as a notary public); '
(d) Your attending physician; or
(e) Any person directly financially responsible for your. health care.

Once you have filled out the Living Will and either signed it in the presence of witnesses or in
the presence of a notary public, give a copy to your personal physician and any contacts you
have listed in the Living Will.” A copy of any Living Will should be put in your medical records.
Remember, you are responsible for telling your hospital or nursing home that you have a
Living Will. Do not send your Living Wil to the Office of the Attorney General.
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KENTUCKY LIVING WILL DIRECTIVE
'AND 'HEALTH CARE SURROGATE DESIGNATION
“OF )

(PRINTED NAME)

(DATE OF BIRTH)

My wishes regarding life- pfolongmg treatment and artificially provided nutrition and hydration to be
provided to me if I no longer have decisional capacity, have a terminal condition, or become
permanently unconscious have been mdncated by checking and initialing the appropriate lines below.

 HEALTH CARE SURROGATE'DESIGNATIQN B

By checking and initialing the line below, I specifically:

D (check box and initial line, if you desire to name a surrogate)

Designate : as my health care surrogate(s) to make health
care decisions for me in accordance with this directive when I no longer have decisional
capacity. If : refuses or is not able to act for me, I designate

as my health care surrdgate(s).

.Any prior designation is revoked.

LIVING WILL DIRECTIVE §

I do'not designate a surrogate, the following are my directions to my attending physician. If I have
designated- a surrogate, my surrogate shall comply with my wishes as indicated below. By checking
and initialing the lines below, I specifically:

Life Prolonging Treatment (check and initial only one)
D ' (check box and initial line, if you desire the option béldW)
Direct that treatment be withheld or withdrawn, and that I be permitted to die naturally with
only the administration of medication or the performance of any medical treatment deemed

necessary to alleviate pain.

(check box and initial line, if you desire the option below)
DO NOT authorize that life-prolonging treatment be withheld or withdrawn.
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KENTUCKY LIVING WrILL DIRECTIVE AND HEALTH CARE SURROGATE DESIGNATION
PaGE 2

d L1vING WILL DIRECTIVE - CONTINUED |
Nourishment and/or Fluids (check and initial only one)

D - (check box and initial line, if you desire the option below)
Authorize the withholding or withdrawal of artificially provided food, water, or other artificially
provided nourishment or fiuids. ‘

D ‘ (check bdx and initial ling, if you desire the option below)
DO NOT authorize the withholding or withdrawal of artificially provided food, water, or other
artificially provided nourishment or fluids. ' '

Surrogate Determination of Best Interest

'NOTE: If you desire this option, DO NOT choose any of the preceding options regarding Life
Prolonging Treatment and Nourishment and/or Fluids '

Ij (check box and initial line, if you desire the option below)
Authorize my surrogate, as designated on the previous page, to withhold or withdraw -
artificially provided nourishment or fluids, or other treatment if the surrogate determines that
withholding or withdrawing is in my best interest; but I do not mandate that withholding or
withdrawing. ‘

Organ/Tissue Donation (check and initial only one) |

D (check box and initial line, if you desire the option below)
Authorize the giving of all or any part of my body upon death for any purpose specified in KRS
311.185, ‘ o

(check box and initial ling, if you desire the option below)
DO NOT authorize the giving of all or any part of my body upon death.
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KENTUCKY LIvING WILL DIRECTIVE AND HealTH CARE SURROGATE DESIGNATION
PaGe 3

In the absence of my ability to give directions: regarding the use of life-prolonging treatment and artn" cially
provided nutrition and hydration, it is my Intention that this directive shall be honored by my attending
physician, my family, and any surrogate designated pursuant to this directive as the final expression of my legal
right to refuse medical or surgical treatment and I accept the consequences of the refusal.

If I have been diagnosed as pregnant and that diagnosis is known to my attending physician, this directive shall
have no force or effect during the course of my pregnancy.

I understand the full import of this dlrectlve and I am emationaily and mentally competent to make this
directive:

Signed.this day of ;20

Signature and address of the grantor.

Have two adults witness your signature OR have signature notarized*

In our joint presence, the'gvrantor,'whb is of sound mind and eighteen (18) years of age, or older, voluntarily
dated and signed this writing or directed it to be dated and signed for the grantor.

Signature and address of witness.

‘Signature and address of witness. -
-OR -
STATE OF KENTUCKY, __ _ County
Before me, thelundersigned authority, came thé grantor who Is of sound mind and eighteen (18) years of age,
or older, and acknowledged that he voluntarily dated and signed this writing or directed it to be signed and

dated as above.

Done this __dayof .20

Signature of Notary Public » _Date commission expires

*None of the following shall be a wntness to or serve as a notary public or other person authorlzed to administer oaths In regard to any advance directive made
under this section:
 (a) A blood relative of the grantor;
(b) A beneficiary of the grantor under descent and distribution statutes of the Commonwealth;
() An employee of a health care facility In which the grantor is a patient, unless the employee serves as a notary public;
(d) An attending physician of the grantor; or.
(e) Any person directly financially responsible for the grantor's health care,

NOTICE: Execution of this document restricts wlthholding and withdrawing of some medical procedures. Consult Kentucky Revised Statutes or your attorney.

A person designated as a surrogate pursuant to"an advance directive may resign at any time by giving written notice to the grantor; to the Immediate
successor surrogate, If any; to the attending physician; and to any health care facility which is then waiting for the surrogate to make a health care decision.
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~ Housing
Information







~ Chafee Independence Program
Room & Board Referral

~ Kentucky Housing Corporation

[bcss  [Jpu

Name: (Last)

KHC ID Number

(F irstj

(M.L)

Youth Address:
City:
County

State:

Zip: .

PhoneNumbér: () -

Email:

Date of Birth MM -DD-YY): -
Sex: [ ] Male [ ] Female |

Employed: [ ] Yes [ ]No

Education Level:

Race: .

[ ] American Indian or Alaska Native
[ JAsian [ ] African American

[] Native Hawaiian or Other Pacific Islander

: DHispanic/Latinb [_] Caucasian

Does the youth have a mentor?

] Yes

Mentor Name:

[ ] No

[ ] Other:

Meﬁtor Addreés:

Mentor Phone Number: .

Mentor Email;

ILC Signature:
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Chafee Independence Program
Room and Board

Kentucky Héusing Corporation

Kentucky Housing Corporation can provide hbusing assistance for up to é
months for homeless youth who have aged out of foster care at 18 but are not
over age 21.

KHC will assist participants with finding a suitable home, provide a home
inspection, assist with leasing paperwork, security deposits, ufility deposits, and
may also be able fo provide household start up funds. ‘

If you are interested in the Chafee Room and Board Program through Kentucky
Housing Corporation and want to see if you qualify please contact:

Your local Independent Living Coordinator
or
Kentucky Housing Corporation Representative
Keli Reynolds |
Self-Sufficiency Manager

kreynolds@kyhousing.org

1231 Louisville Road
Frankfort, KY 40601-6191
(502) 564-7630 ext. 376
(502) 564-9963 (fax)
(80Q) 633-8896 (foll free in KY)

www .kyhousing.org
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Rights and Responsibilities of Landlords |

Landlord’s rights:

* Charging extra if rent is late (amount specified in lease agreement).

* Keeping part or all of the security deposit if you leave before the lease is up (as specified in the
lease). -

* Charging rent through the length of the lease if you aren't living on the premises.

* Keeping all.or part of the security deposit if you damage walls, floors, or fixtures, or if you make
alterations that have to be fixed after you move out. . ‘

- * Keeping all or part of the cleaning deposit if you don’t leave the premises clean when you move out.

Landlord’s responsibilities:

* Making repairs in a reasonable amount of time.

* Keeping premises safe and sanitary. . ‘

* Entering premises only at agreed-upon time to make repairs (unless there is an emergency), or to
show the apartment to potential renters if you are moving out.

* Collecting rent. , |

* Maintaining exterior grounds of building.

Rights and Responsibilities of Tenants

Tenant’s rights:

* Withholding rent if the landlord doesn't make repairs in a reasonable amount of time.

* Safe and sanitary premises. ‘
* No changes in terms and conditions for the length of the lease.

Tenant’s responsibilities:

* Paying rent on time. ‘

* Using the rental for the purpose stated in the lease.

* Taking reasonable care of the property.

* Notifying the landlord if any major repairs are needed.

* Giving notice if leaving at the end of the lease. - .

* Giving notice if leaving before lease is up and paying rent for balance of lease if landlord can't find
‘new tenants. »

* Paying for any damage to the walls, floors, and furniture.

* Not making alterations that the landiord must fix later.

* Giving landlord a new set of keys if you change the locks.

* Paying all of rent if roommates move out and you stay.
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Helpful Hints to Rental Heusing

The Lease :
A lease is a binding, legal agreement. It usually spells out the obligations of a landlord and a -

tenant to one another. Although the lease may limit you in some ways, it can offer protection
you would otherwise not have. Insist on a written lease. Read the lease carefully and do not
.sign it until you fully understand all obligations.

The lease should contain a descnptlon of the premises; the length of fime the lease is-to be in
effect; the name and address of the landlord or owner and who receives legal notices on his/her
behalf; the amount of the rent, it's due date, where it should be paid and any associated late
charges; termination requirements; the landlord's rules and regulations; and responsibilities for

utility payments. .

The security deposit '
The security deposit serves as insurance to the landlord that the unit will be inhabited for a set

period of time. Usually, it serves as a damage deposit too. Before paying a deposit, which
sometimes equals one or two month's rent, ask the person in charge: the exact amount of the
deposit, the purpose of the deposit, what conditions will effect its refund, and when the refund

will be made.

Tenant responslbilities

As a tenant of rental property, you have some basic responsibilities to: pay rent on time, abide
by the landlord's rules and regulations, keep your unit as clean and safe as possible, not
damage or remove parts of the property, respect your nelghbors nghts to peace and quiet.

Right to entry
Your landiord has the right to enter your apartment/house for several reasons. They are: to

make repairs, to provide maintenance, and to show the property to prospective renters or
buyers. Since you occupy the premises, you have a right to privacy. The landlord should come

at times convenient to you.

Moving
Always give the landlord written notice of your plans to move. Follow the requirements stated in

the lease. If you have no lease, or if it states no requirement, give 30 days written notice if you
pay monthly and seven days written notice if you pay weeKkly.

The landiord may have the right to keep your security deposit, depending on the terms of the
lease. He/she may also have the right to demand that you make future rent payments due under
the lease. The landlord has these options, if it is. stated in the lease. .

Eviction

Remember that withholding your rent can be considered nonpayment and may subject you to
eviction. If you fail to pay rent on time or break any rules of the landiord or provision of the
lease, the landlord can go to court and may get an evuctlon notice.

The landiord must inform you first of this intention. lf you receive an eviction notlce consultan -
attomey |mmed|ately You may go to court and explain your situation. If you have not lived up to
the lease and/or have not paid your rent on time, you probably will not be allowed to remain in
the apariment/house. The landlord cannot, however, remove your possessions wnthoul a court

order.
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Gurdelrnes fo afvord problems
- The following is a list of five basic gurdelmes to help avoid problem areas renters sometimes

encounter:

1. Know the rental situation before you sign. Ask who will be responsible for repalrs Find
out how and where to contact that person, day or night. Be aware of any rules on
painting and papering walls, hanging pictures, allowing petsand noise restrictions.

2. Read the lease carefully. Some contracts may limit your rights under state law. Ask
questions before you sign. Make changes if necessary (and if possible) and have the
landlord initial the changes along with your own initials. Keep copies in a safe place. Do
not rely on verbal promises.

3. Before renting, you and your landlord should lnspect the apartment/house together.
Take pictures and/or make a checklist of all pre-existing damages and poor conditions,
which could later be charged to you. Both of you should sign and date the checklist and
you each should keep a copy. If your landlord will not agree to this, have another-
person perform this job and have the list notarized. The return of your security deposit
could depend on having an accurate checklist. ‘

4. Try to maintain good relations with your landlord. Before reporting problems to
authorities, discuss them with the landlord. If he/she will not help you, at least you have

_ tried to cooperate and improve the situation on your own.

5. Report problems immediately to the landlord or manager. Minor problems are repaired.
more easily before they become major ones. In addition, the sooner problems are
acknowledged, the less time you should have to live with them. Remember to keep

accurate records.

Discrimination
You cannot be denied housing on the basis of race, color, rehgron sex, national origin,

handicap, or familial status. However, there are some exceptions. You may contact the
Kentucky Commission on Human Rights for more information. '

The U.S. Office of Housing and Urban Development (HUD) offers the following signs of possible
discrimination: You are told the unit you wish to rent is not available when it really is. You are
offered different rental terms or conditions from those offered someone else. You are being

"directed to rent in a particular neighborhood in order to keep people of your particular race,
color, religion, sex, or national origin from obtaining a unit in a certain area.

If you feel you have been discriminated against, call HUD's toll-free number 1-800-669-8777; or
call the Kentucky. Commission on Human Rights at 1-800-292-5566. These agencies can assist

you in filing a complaint.

(Commonwealth of Kentucky, 2010)
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Louisville Metro Housing Authority - Section 8 - General Information. - . -~ .~ Fagelors.
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General Information Eﬁlﬂgﬁl E'[fﬁi’ ¥3§E§
Rental Process and ’
Eligibility Section 8/Housing Choice Voucher Program
Properties For Rent The Section 8 Rental Assistance or Housing Choice Voucher program, is a
. ~ federally funded program designed to help eligible low income families
Landlord Information secure decent, safe and sanitary housing. The Louisville Metro Housing

Authority administers the program by providing vouchers that enable
eligible families to seek out suitable housing in the private sector. To
participate in the Section'8 program, head of households must be at least
18 years of age or legally emancipated. All rental units must meet
housing quality standards (pass inspection), and the rent requested by
the landiord must be within program affordability limits, and reasonable
for the area where the unit'is located. The security deposit and deposits
for utilities, if applicable, are the participant’s full responsibility. For
additional information on the Housing Choice Voucher Program, please .
click on the followmg link to go to the Housing Choice Voucher Fact

Sheet:

http://www.hud.gov/offices/pih/programs/hcv/about/fact_sheet.cfm

And to find other assisted housing in the Louisville area, please click on
the following link:‘ :

‘ http://www.hud.gov/apps/sectionB/stepZ.cfrrf?state=KY%ZCKentucky
Pre-application forms may be obtained at the LMHA office located at 801
Vine Street, or you can write or call the LMHA Section 8 staff at:

Louisville Metro Housing Authority
P.O. Box 189

Louisville, KY 40201-0189

(502) 569-6076

. 59
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*AJ participants have the choice of living anywhere in the USA where a
voucher program exists. However, there are restrictions for new families.
If you do not currently reside in Louisville or have not had a Louisville
Metro address for the past 12 months, you will have to lease up in the
Louisville Metro area for at least one year.

‘Contact Phone Numbers

e For information regarding your position on the waiting list:
(502) 584-1704 (24 hours/7 days a week)

+ For applicant questions: .(502) 569-6076 (Monday Thursday, 1:00
- 4:00PM)

.e Change in income or family composition: (502) 569-6248 (Monday
- Frlday, 8:30AM - 4;:00PM) e

e Current LMHA public housing residents should contact their Property A
Manager for additional information regarding Section 8 availability

¥ ' ¢ For Section 8 participant questions/probiems, please contact our
Customer Service/Ombudsman, Mr. Donnie Adkins at 569-6932

e For owner/landlord questions/problems, please contact our Landlord
~ Liaison, Ms. Michele Jefferson at 569-6948

©2004 Louis{ville'Metro Housing Authority 420 South Eighth Street, Louisville, Kentucky 40203 (502) £
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-LOUISVILLE METRO HOUSING AUTHORITY
ALL APPLICATIONS MUST BE MAILED TO:
LOUISVILLE METRO HOUSING AUTHORITY .
PO BOX 189 :
LOUISVILLE, KENTUCKY 40201-0189

’ ‘ . { . . .
NOTE: IT IS VERY IMPORTANT THAT YOU KEEP THIS INFORMATION SHEET FOR FUTURE
REFERENCE. . ' y o . .

INFORMATION ABOUT APPLYING FOR SECTION 8 RENTAL ASSISTANCE ONLY

1. This Application is for rental assistance only. - N Co :
2. Fill the application out completely. An incomiplete application will not be processed. |
3. All applications must be sent BY MAIL ONLY TO: S : :

. LOUISVILLE METRO HOUSING AUTHORITY
P. 0. BOX 189, LOUISVILLE, KENTUCKY 40201-0189

SECTION 8 PROGRAM: The Section 8 Rental Assistance Program 1is one of the Federal Govemment’s
programs for assisting eligible low income families to secure decent, safe, and sanitary housing. . The Housing
Authority ‘administers this Program in the Louisville Metro area by providing eligible families with vouchers
that enable them to seek out suitable housing in the private sector, by entering into contracts with landlords, and
participating in the families’ rental payments. Head of Household must be at least 18 years of age or legally

emancipated in order'to participate in the program. . .

MODERATE REHAB PROGRAM: This program is for specific units. owned by private landlords in the
Moderate Rehab Program located in Jefferson Cotmty. Under the Moderate Rehab Program, you must be
willing to live in one of the Moderate Rehab Apartments rather than being able to choose your own unit, as you
would under the Section 8 Voucher Program. The Head of Household must be at.Jeast 18 years of age or

legally emancipated. :

" PUBLIC HOUSING PROGRAM: If you are interested in the Public Housing Program
call 502-569-3400, - e

" ELIGIBILITY

1. .Head of Household must be at least 18 yéafs of age or legally emancipated.
2, The family income cannot exceed: o o ' '

MAXIMUM GROSS ANNUAL INCOME LIMITS

. . .
' - NUMBER OF PERSONS IN THE FAMILY

I S 2 -3 4 5 6 7 o8
$20,800 $23,750 826,750  §29,700 $32,100 . $34,450 336,850 $39,200 -

. Eamed income of family members under the age of 18 (other than spouse) and income for the caie,of foster
children are not included as part of the total famjly income. - . ’

SOURCES OF INCOME: ) . T R
Some examples of income are wages (gross wages before deductions), or payment for baby-sitting or, other .
services, which you or any household member over 18 regularly teceives. Other examples of checks and |
money for any household member, regardless of agé, which must be listed are:. TANF, Social Security, SSI,
- Pensions, Disability Compensation, Unemployment Compensation, Interest, Care taking, Alimony, Child
Support, Annuities, Dividends, Income from Rental Property, Armed Forces and Reserves. T

YOU MUST ALSO LIST ALL ASSETS OF THE ENTIRE FAMILY. '
If you or & family member are enrolled in an institution of higher education and if all of these are true, (1) are "
under 24 'years of age; (2) not a veteran; (3) not married; (4) do not have a dependant; (5) not other wise
individually eligible; or (6) have parents either individually or jointly not eligible to receive assistance; you m'ay
not be sligible for assistance. * ., - . T - PR




. POLICY ON FELONY CONVICTIONS FOR DRUG RELATED OR VIOLENT CRIMES
Ifyou or a family member age 18 or older has been convicted of a felony drug-related or violent crime, your
family may be mchgfble for rental assistance. If any household member is subject to ‘a Hfetime registration
requirement under 2 State sex offender registration program or convicted of drug-related criminal activity for
methamphetamine production on the premises of Federally assisted housing; you will be demed admission.
You may obtain the complete policy from the Authority. .

: RULES ON BEDROOM SIZE ELIGIBILITY .
Head of household is assxgned their own bedroom, wh1ch can be shared enly by a co-habitating adult
No more than two persons can share a bedroom.
Children of the same sex will share a bedroom unless there are five years separating the ages.
Children of the opposite sex, both under the age of four, will share'a bedroom. )
" Persons of different generations will not be required to share a bedroom.’
The family ymit size will be determined by the Louisville Meh'o Housmg Authonty in accordance with the

. above gmdehnes

' PRIORITY OF SERVICE

The waiting list will be composed of four (4) ¢ategories, (1), families with Jocal preferences, (2) families without
local preference, (3) singles with local preferences; and (4) singles without local preferences. All apphcants .
will be contacted from the wmbng list in the order listed above. All families will be contacted before eligible

singles.
PREFERENCE -

LOCAL PREFERENCES .

- As stated under Priority of Service, families whose living s1tuahons meet the definition of at least one ofthe °

six preference categories listed below will be eligible to receive rental assistance before families who do not

qualify for a Local Preference. The six preference categories are:

1. INVOLUNTARILY DISPLACEMENT FOR PHYSICAL VIOLENCE

2. INVOLUNTARILY DISPLACEMENT - GOVERNMENT ACTION

3. SUBSTANDARD HOUSING '

4. FAMILIES PAYING MORE THAN 50% OF INCOME (BEFORE TAXES) FOR RENT AND
UTILITES -

BOMELESSNESS ;
_PREVICUS SECTION & PARTIC[PANT IN THE HOMEO‘WNERSEJP PROGRAM

o

PAST PARTICIPATION
. If you have been a participant on the Section 8 program previously and left owing the Housmg Authority rnoney
~ it is the policy of the Housing Authority that all oiistanding clmms be paid in full prior to consideration for

- assistance again.
’ WHAT YOU MUST DO AFTER MAILING AN APPLICATION

You must let us know of a change of address, faxmly composition and mformahon to give you a prcference

All notiﬁcahons of Changes must be submitted IN WRITING to the Hou.smg Authonty at the followmg
address:

'

" Attention Waiting List
_ Lbuiéville Metro Housing Authority
’ P O Box 189 -
- Louisville, Kentucky 40201 0189

. ) ‘

All mail, which is returned to the Housmg Authority as undeliverable because apphcant faﬂed to submit
. WRITTEN CHANGE of ADDRESS to the Housing Authonty, will result in the removal of the Housing
Request Form from further processing. )

FOR MORE INFORMATION, - CALL (502)584- 1704 THIS NUMBER IS A COMPUTER
INFORMATION LINE, YOU NEED TO CALL FROM A TOUCH-TONE PHONE. ITIS AVAILABLE 24
HOURS A DAY, 7 DAYS A WEEK OR TO SPEAK TO A REPRESENTATIVE CALL (502)569-6076 )
BETWEEN 1 OO pam.’- 4:00 pm. MONDAY THROUGH . THURSDAY. i

NOTE: IT IS, VERY IMPORTANT THAT YOU KEEP THIS INFORMATION SHEET FOR FUTURE'
REFERENCE, .. .
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